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TILT TABLES 


The new Franklin Tilt-Table represents months 
of research and consultation with authorities 
in the fields of occupational and physical 
therapy. It is a comfortable, ruggedly-built, 
easily mobile table that conforms to profes- 
sional requirements, including minimum han- 
dling of the patient. Simple in design, yet 
it will accommodate almost every type of 
auxiliary equipment currently in use. It is 
truly an all-purpose table. 

Features — Table has rounded corners and all 


wood ecges are protected by a stainless steel 
moulding. 


Height and mobility of table permit easy trans- 
fer of patient to or from bed when necessary. 


Square side rails provide firm anchorage for 
auxiliary equipment, also for leg and abdominal 
supporting straps. 


Crutch type supports, adjustable for height and 
body width, have square shanks to prevent rota- 
tion. 


— Write for descriptive literature. 
Model T-100 


ARM SLING SUSPENSIONS 


Franklin Arm Sling Suspensions are designed to permit a wide 
range of exercises and to support a patient's arms at a 
standing table, in a whee! chair, or a straight chair. The 
apparatus — base, standards und arms — weighs approxi- 
mately 50 pounds yet moves exisily on four ball rollers which 
are locked and unlocked by a toe-touch lever. Each adiust- 
able arm has six annular notches to hold sling straps in the 
prescribed position. Suspensions are sold without slings. 
Slings can be furnished to your specifications. Write for com- 
plete details. 


PARALLEL BARS 


Available in child's and adult 

sizes for floor or sub-floor mount- 

ing. Height is adjustable in 1- 

inch steps from 17 to 28 inches for children; 28 to 45 inches for 
adults. Hand rails are stainless steel; bases are steel tubing in black 
or gray wrinkle finish. 


FRANKLIN HOSPITAL EQUIPMENT COMPANY 


120 ACADEMY STREET ° MArket 2-5187 ° NEWARK 2, N. J. 
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“Blectrical Muscle Stimulation 


¢. IS . . . an artificial stimulus used to cause a mus- 
, cular contraction which may promote de- 
congestion and healing. 


ADJUNCT THERAPY IN 


_ Strains « Dislocations * Muscular Atrophy + Sprains 
Conditions requiring Muscle Re-education 


USE 
vow DAYS FREE TRIA 


Just send in the coupon today for your Paust Electronic Stimulator. Use 
for 30 days without cost or obligation. If you are not entirely satisfied, 
return complete express prepaid to us. 


PRICE $295 


USED IN 
OFFICE 
CLINIC 
HOSPITAL 
PATIENT'S HOME 


PAUL J. MANDABACH, INC., 6604 Newgard Ave., Chicago, III. 
Exclusive Paust Distributor 


0 Please send me Paust Electronic Stimulator Model 50-C, Price $295, 
express, on 30 days free trial offer. 


TC Have your representative come in to see me about ________ (date). 
0 Send me, without cost or obligation, literature on Electrical Muscle 
Stimulation. 
ADDRESS 


CITY. 
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This unprecedented 
new Model 1100 PORT: 
ABLE MEDI-SONAR 
Ultrasonic Generator is 
unquestionably the finest 
instrument available any- 
where at any price. Its claim 
to absolute superiority rests in several 
extremely important factors, most of 


ULTRASONICS 


@ “Console” quality and output at 
“portable” prices. 

@ Guaranteed minimum output total 
of 20 watts—Actual output, not 
just rated. 

@ Larger precision-ground quartz 
crystal—10 sq. cm. 

@ Specially designed safety trans- 
ducer. 

® Dual-scale meter for “at-a-glance” : 
direct reading of total watt out- 
put and watts per sq. cm 

@ Stepless output control for accu- 
rate dosage duplication. 

@ Even distrit ution of energy at low 
temperatures in full cylindrical 
pattern 

@ Resonance control for positive 
tuning under all conditions 

@ Ail metal, well ventilated, case 
with protective cover 

@Written one year guarantee on 
both machine and transducer 

@ Made under U.S. Patents, U/L in- 
spected and approved, CSA ap 
proved, and Certified under FCC 
regulations. 


which are exclusive with Dalluons. Its 
incomparable quality gives more 
dollar-for-dollar value... more power, 
better control, finer engineering. 
Price, complete $535.00 f.0.b. Los Angeles 


‘DALLONS LABORATORIES, INC. 


Por Professional Literature, Write 


5066 Senta Monica Bivd., Los Angeles 29, Colif. 


CEREBRAL PALSY 


Its Individual and Community Problems 
M. Px.D., 
Greorce M. Raus, M.D., Editors 


Medical and non-medical specialists bring 
to the problems the most advanced thinking 
and latest research data available. 

A comprehensive overview of a compli- 
cated professional problem with suggestions 
for solutions. Of special value to physicians, 
educators, nurses, therapists, and social 
case workers, 


More than 500 pages, tables, diagrams. 


$7.50 
at bookstores or order from 
SYRACUSE UNiverstry Press 
Box 87, Station 


Syracuse 10, New York 


University 


BOUND VOLUMES 
of the 


Physical Therapy Review 
for 1954 


For a limited time, bound volumes of the 
Review for the year 1954 will be available 
at 

$8.50 
Postage Prepaid 


The twelve issues are bound in a dark 
red, leather-type cover, lettered in gold. 


This special offer is for 1954 issues only. 
Mail check or money order to the 


AMERICAN Puysicat THERAPY ASSOCIATION 
1790 Broadway, New York 19, New York 


Allow a minimum of two weeks for delivery 
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SIMPLICITY 
MODEL 50-1949 


UTILITY > 
MODEL 508-1952 


MEDCO COMBINES BOTH 
SIMPLICITY AND UTILITY 
IN THE 


MODEL 


RECIPROCAL STIMULATION 


An adjunct therapy for sprains, strains, dis- 
locations, other trauma of the muscle and 
combines the Simplicity of Model 50 with | Medco Products Co. 


Mail Address: P.O. Box 3275-P 
the Utility of Model 50B. 3603 E. Admiral Pl. + Tulsa, Oklahoma 


295" 


["} Please send Pad Placement Color Chart. 


4 WRITE Please send MEDCOLATOR Model K with Recipro- 


For Your FREE cal Stimulation for 30 day FREE trial. 


Pad Placement Please send descriptive literature on MEOCOLATOR 


& Model K. 

For Wall Hangin 


CITY STATE 


MEDCO PRODUCTS C0. Y Serving the Profession Since 1932 ! 


9668 Gast Admiral Plese @ 
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Membership in the American P egetont Therapy As- 
sociation is $20.00 a year, inclu a opbeminton 
to THE PHYSICAL THERAPY REVIE Subscriptions 
for nonmembers to THE PHYSICAL THERAP RE 
VIEW, $6.00 a year; $6.75 in Canade and foreign 
countries. Single copies 75 cents. (50 cents ‘o mem 
bers.) Reentered on second class matter August 11, 
1949, at the post office at New York, N. Y., under the 
act of August 24, 1912 


The statements in the manuscripts published in 
THE PHYSICAL THERAPY REVIEW are made solely 
on the responsibility of the author. The American 
Physical Therapy Association does not assume any 
responsibility for statements contained therein. Manu- 
scripts accepted tor publication in THE PHYSICAL 
THERAPY REVIEW are for exclusive publication and 
may not be published elsewhere without permission. 
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MISS PHOEBE NO. A SERIES 


“Miss Phoebe won't use anything else for a mirror since the 
doctor said how nice she looked in an E&J chair.” 


E & J's beautiful chrome finish and 
modern design do attract approving 
glances. Patients quickly overcome “wheel chair 
shyness” and are proud to be seen in their E & J chairs. 
(And prouder yet of the activity it helps them enjoy). 
You can recommend an E & J with confidence. 


EVEREST & JENNINGS, INC. 


1803 Pontius Avenue + Los Angeles 25, California 
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REHABILITATION: Walking Parallel Bars 
and Exercise Staircases of various designs; 
Posture Mirrors, single and triple; Gymnasium 
Mats in various thicknesses and coverings; 
Bicycle Exercisers; Restorator; Progressive 
Resistance Exercise Units; Quadriceps-Gas- 
trocnemius-Footdrop Boots; Dumbbells; Indian 
Clubs; Wall Pulleys; Door Pulley Assemblies; 
Guthrie-Smith Suspension Apparatus; Stall 
Bars; Shoutder Wheels with height adjust- 
ment; Manuflex; Kanavel Table; Sayre’s Head- 
slings; Ankle Exercisers; Treatment Tables; 
Timers 

HYDROTHERAPY -ELECTROTHERAPY: 
Whiripools for every use; Hubbard Tanks; 
Parafiin Baths; Hydrocollator; Shortwave Dia- 
thermy; Galvanic-faradic-sinusoidal Genera- 
tors; Ultraviolet Lamps; Infra-red Lamps and 
Bakers; Ultrasonic Generators. 
DIAGNOSTIC APPARATUS: Chronaximeters; 
Dynamometers; Goniometers; Oscillometers; 
Thermocouples and Skin Thermometers. 


ALL your needs supplied 
by reliable source 


MOISTAIRE 


The Original Heat Therapy Unit 


UNEXCELLED 


for the delivery of moist heat at 
the exact prescribed temperature. 


COMFORT © SAFETY © DURABILITY 
MOISTAIRE accepted and approved since 


and Rehabilitation (AMA) and Underwriters’ 


1944 by the Council on Physical Medicine 


For Wlustraied information write, wire or call: 


She RIES 


515 SOUTH AIKEN AVE., PITTSBURGH 32, PA. 


Laborotories 


FOR PHYSICAL MEDICINE 


INVALID EQUIPMENT: Everest & Jennings 
Wheelchairs; Hollywood Wheelchairs; Com- 
modes; Walkers; Patient Lifters; Standing 
(Tilt) Tables; Stretchers; Large selection of 
Crutches and Canes. 


COMPLETE LINE OF CEREBRAL PALSY 
FURNITURE AND EQUIPMENT—SPEECH 
THERAPY—SELF-HELP DEVICES. 


Hew of Tuterest —— 


Literature Upon Request 
Guthrie-Smith Universal Sling Suspension 
Apparatus, Standard and Portable Models; 
complete with all springs, ropes, pulleys, 
Standing Table, manually operated; movable 
footrest; tilts up to 70°. Supplied with 
safety belts. Price including casters. .$190.00 


Write for Free Copy of Illustrated 
Catalog No. 1054—Inquiries Invited 


J. A. PRESTON CORP. 


175 FIFTH AVENUE, NEW YORK 10, N. Y. 


Georgia Warm Springs Foundation 


GRADUATE COURSE 

Physical Therapy and Occupational Therapy 
in the Care of Poliomyelitis 
This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or American Registry of Physical 
Therapists, or American Occupational Therapy Asso 
ciation 

ENTRANCE DATES: First Monday in January, April 
and October 

COURSE I—Emphasis on care of convalescent 
neuro-muscular disease with intensive training in 
functional anatomy, muscle testing, muscle reeduca 
tion and use of supportive and assistive apparatus 
This course is complete in itself 

COURSE Il—Three months duration with Course | 
prerequisite. Emphasis on care of severe chronic 
physical handicaps with intensive training in re 
sumption of functional activity and use of adaptive 
apparatus. 

IN-SERVICE TRAINING PROGRAM--Filteen months 
duration at salary of $225 per month plus full main 
tenance. This program includes training in Course 
| and Il 

TUITION: None. Maintenance is $100 per month. For 
scholarship to cover transportation and maintenance 
for Courses I and II, contact National Foundation for 
Infantile Paralysis, Inc., 120 Broadway, New York 5 
New York. (Scholarships require two years of ex 
perience. 

For turther information contact 


Robert L. Bennett, M.D., Medical Director 


Georgia Warm Springs Foundation 
Warm Springs, Georgia 
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When Voluntary 

— The BURDICK MUSCLE STIMULATOR is useful not only for 

its aid in minimizing muscle atrophy and reeducating muscle groups 

in poliomyelitic patients, but in those with spinal or peripheral nerve 

trauma or cerebral accidents. 


THE 


MUSCLE 
STIMULATOR 
MS-2 


@ provides a stimulating current which permits muscle contraction 


with minimal discomfort. 
@ produces a smooth galvanic current over two voltage ranges. 


@ offers iontophoresis and other low voltage applications. 


See your Burdick 
dealer or write 


THE BURDICK 
CORPORATION 


MILTON, WISCONSIN 
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IN THE HOME EFFECTIVE 


HEAT 
EASILY APPLIED 


HYDROCOLLATOR 


IN THE HOSPITAL 


Hydrocollator Master Unit 
maintains ready supply 


Everyone agrees moist heat is most effec- 
tive in reducing spasm and pain. Now 
it can be easily and efficiently applied! 
Hydrocollator Steam Packs require no 
wringing, won't drip, are easy to pre- 
pare and handle. In use in leading hos- 
pitals and treatment centers. 


MINUTES os ACCEPTED BY THE COUNCIL 


ON PHYSICAL MEDICINE 
MOIST HEAT 
AND REHABILITATION (AMA) 


ITH EACH. 
WRITE FOR DESCRIPTIVE FOLDER 


COMPANY, INC. 
CHATTANOOGA 5, TENNESSEE 


AMERICAN PHYSICAL THERAPY ASSOCIATION 
Thirty-Second Annual Conference 


ST. LOUIS, MISSOURI, JUNE 19-25, 1955 


Municipal Opera Mail Order Blank 
Ticket Requests Must Be Made By June 1, 1955 

A self-addressed stamped envelope must be enclosed for ticket mailing 

Name ( Print) 

Street Address 

City Zone 

State 
Enclosed please find a check in the amount of §$ covering 


reserved seats at $1.75 each for the Monday night performance, 
( number ) 


June 20, 1955, Wonderful Town. 


Return Order Blank to: GROUP ORDER DEPARTMENT 
Municipal Opera 
1876 Arcade Building 
St. Louis 1, Missouri 
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Whether it’s 
| long-path or broad area 
\ treatment... 


— 


THE VERSATILE, FLEXIBLE 


LS Wlod WOOO 


FREQUENCY-CONTROLLED SHORT-WAVE 


DOES IT ALL! 


LIEBEL-FLARSHEIM CO. 
Cincinnati 15, Ohio 


obligation) 
NAME 
ADDRESS 


city 


Gentlemen; Please send me descriptive litera 
ture on the L-P SW-660 diathermy (without 
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Publications and Reprints 


RECRUITMENT 


Physical Therapy-——A Service and a Career, 1953 — 
An illustrated brochure with information for pros- 
pective students about physica! therapy, the course 
of study, and opportunities for a career. 


Schools of Physical Therapy —A list of schools ap- 
proved by the Council on Medical Education and Hos- 
pitals of the American Medical Association. 


Job of the Physical Therapist A complete descrip- 
tion of what the physical therapist does, where 
works, how he functions in the professional field, and 
worker characteristics. 


Sources of Financial Assistance for Physical Therapy 
Students— 1955 


ORGANIZATION 
Code of Ethics of the American Physical Therapy Asso- 


ciation. 
Personnel Policies for Physical Therapists. 


Use of Nonprofessional Personnel —An_ illustrated 
pamphlet to assist the physical therapist to determine 
the need for nonprofessional personnel and to give 
guidance on inservice training and utilization. 


Approved Schools and Courses of Physical Therapy 
1928-1954. 

Essentials of a Hospital Department — Physical Therapy 
(To members 25¢). 


State Registration of Physical Therapists — Abstracts 
of state laws regarding registration of physical 
therapists. 


A Bibliography on Supervision — Beatrice E. Whitcomb, 
Major, WMsC (15¢) 


SCIENTIFIC REPRINTS 


Home Care Instructions—Lois Olmsted (15¢) 
Active Games for Physically Handicapped ‘Children — 
Gump and Yuen-Hung Mei (10¢) 


Physical Therapy in Medical Diseases of the Chest — 
Evelyn A. Mey (10¢) 


Physical Therapy in the Early Care of Cold Injuries — 
Mary E. Sacksteder, Capt.. WMSC (10¢) 


Administration of a Community Rehabilitation Center 
Hazel E. Furscott (10¢) 


Evaluation of Strength and Motor Development in In- 
fants — Elizabeth Zausmer (20¢) 


Physiology of the Heart and Circulation and Its Clini- 
eal Application in Physical Medicine —a bound 
edition of papers by nine authors with an introduc- 
tion by Harry D. Bouman, M.D., Coordinator. (50¢) 


Program for the Upper Extremity 
(10¢) 


Physical Therapy 
Amputee — Hyman Jampol 
Reading References for Electrical Diagnosis and Elec- 
trical Stimulation (10¢) 


Plan and Specifications for an All-Welded Steel Treat- 
ment Pool (No Charge) 


VISUAL AIDS 


The following visual aids are available on loan to 
members and chapters upon request. They should be 
requested one month in advance of the date to be shown 
and return shipping costs must be paid by the borrower. 


Recruitment 


Within Your Hands— Black and white 17% minute 
sound picture depicting the education and cppeste- 
nities for the profession of physical therapy. 
chapter (and district) also has a cepy of this tien 
A special 144% minute version for telecasting is avail- 
able from the National Office. 


Physical Therapy, A Career of Science and Service — 
A color filmstrip to interpret physical therapy to high 
school students and lay groups. Each chapter (and 
district) has a copy of this and additional copies 
may be purchased from the National Office at $4.50 
per print. 


Professional 
Movies 
Peripheral Nerve Injuries (Upper Extremity) — Two 
reels black and white, silent. 
Physiotherapy in Chest Conditions (Asthmatic Chil- 


dren) — Black and white, silent, made in England. 


Slides 


Underwater Exercise — A set of 26 Kodachrome slides 
made at the Orthopedic Hospital in Los Angeles 
describing equipment and technics of underwater 
exercise. 


Peripheral Nerve Injuries, pa Extremity — A set of 
15 black and white slides showing examples of upper 


extremity nerve injuries. These slides require a pro- 


jector that will take slides — size 3% by 4 inches. 
Special Issues of the Review 

Polio Issue (July 1951) (25¢) 
Polio Issue (July 1952) (25¢) 


Issue (July 1953) —5S0¢ (10 to 50, 35¢; 50 or more, 
S¢) 


Cerebral Palsy Issue (February 1952) (25¢) 


Abstracts Reprinted 


“Haltung,” an Abstract from Body Posture by Magnus, 
and “Head Posture and Muscle Tone,” Clinical Observa- 
tions by A. Simons, abstracted by Signe Brunnstrom, 
have been reprinted in one pamphlet. 

Reprints can be ordered from the American Physical 
Therapy Association, 1790 Broadway, New York 19, New 
York. The cost of the pamphlet containing both 
abstracts is $1.00. 


All requests should be addressed to 
American Physical Therapy Association 
1790 Broadway, New York 19, New York 
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The 
TERRY 
TABLE 


DESIGNED TO FIT 
YOUR TABLE NEEDS 


HEIGHT ADJUSTS— 241%” to 344” | FOOT END—-13” raises 45°, overlaps frame 
TOP— 28” x 72” by 6”, no interference in quad, and knee 

2” foam rubber, plastic covered an 
fastened to the table top along center line, 
CRANK—-Swings aside no slip or slide. Chair patients appreciate 
HEAD END— 24”—raises 90° the LOW position in transferring. 


PHYSICAL THERAPY EQUIPMENT INC. asx’ anson, 


HEMIPLEGIA | “Digitrap” helps to re-establish the swing of the paralyzed upper 
extremity acting as a pendulum during ambulation. 


Invaluable in cases of polio, cerebral palsy, muscular 

dystrophy, peripheral nerve lesions, arthritis, multiple 

j * sclerosis and other conditions which require active, 

€ a assisted and resistive exercises. 
G 

Uses of the ‘Digitrap” Finger Glove: a 


Enables a weak or paralyzed hand to hold exercise apparatus such as pulley 
handle, walker handle bar, brief case, tool, cane, lady's bag, shopping bag, 
eating utensil, etc. 


In fractures, dislocations and contractures of fingers, toes and adjoining parts, 
the “Digitrap” can be attached to the digit and traction applied. 


Write for fully illustrated booklet 


Cylen Products n'y. por. 


DEALER INQUIRIES INVITED! 


Up. ...the amazing finger exerciser! 
. designed to meet the need of a truly 
effective device in the treatment and rehabilitation of 
hemiplegic hands. 
| Uses of the “Digitrap” with weights: 
the weights help extend and exercise the fingers. The weighted 
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“READING MAKETH A MAN FULL” 


Have you read “Not As a Stranger” by Morton 
Thompson? It's a whale of a yarn. After about the 
first two chapters it holds you through all the 947 
pages. Since it tells much of those in the medical 
profession, about the noble ones, the scoundrels, 
and the squares, it seems to me this book is a “must” 
for we who are associated with the medical pro- 


fession 


“A Mencken Chrestomathy.” This is a number 
of Henry L. Mencken's short writings at the old 
boy's best. They were all written in the nineteen 
twenties and thirties but the rapier thrusts are 
as thought-proveking and as hilariously pertinent 


today as they were twenty years ago. Rx: Take one 


essay each day at breakfast with your spouse, if any. 


“The Picture of Everest” by Alfred Gregory 
This is a color photographic story of the British 
Mount Everest expedition of 1953. (They got to 
the top.) It is a piece of magnificent color pho- 
tography of a magnificent conquest. For those 
who are camera fans as I, camera and film data 


is given with each of the fifty color reproductions 


What's all this have to do with Physical Therapy? 


—Francis Bacon 


I think such diversified reading washes the mind, 
stimulates the imagination far better than mere 
entertainment by television or theatre, and vital- 
izes the mind for the grimmer task of everyday 


professional duties. Try it. It works 


This is a crazy way to sell Electro-Medical- 
Surgical equipment. However, I've a hunch the 
usual printed page of advertising picturing a ma- 
chine doesn't sell it anyway. If the Therapist, or 
the Physician needs a new machine he will ask the 
Birtcher distributor to bring one out for trial—so 


what good is a picture and a lot of claims. 


One hundred and twenty-five highly ethical, well 
established and most reputable surgical houses in 
the United States sell and y a 
service Birtcher equipment. 

There is one near you. 


Cordially, 


Catal, 


PRESIDENT 


WORLD'S LARGEST VOLUME PRODUCER OF. ELECTRO - MEDICAL-SURGICAL DEVICES 


her, 4371 Valley: Boulevard, Los. Angeles 32, California 
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Sequelae of Spinal Cord Injuries” 


Ernest Bors, M.D. 


The goal of management of spinal cord in- 
jury is the restoration of the patient to a socially 
acceptable existence, which includes the ability 
to earn his own living within the limits of his 
disability. Inasmuch as this depends upon the 
level and the extent of his injury, the sequelae 
of spinal cord injury will be briefly presented. 

Rehabilitation of three parts — the 
medical, the physical, and the vocational in- 
dustrial rehabilitation of the patient. It should 
be stated that these three parts have to be applied 
from the very beginning provided the condition 
of the patient permits it. Physical rehabilitation, 
then, should start at the same time that medical 
rehabilitation begins. The various chapters of 
medical rehabilitation will be considered in the 
following paragraphs. 


consists 


DIAGNOSIS 


A diagnosis of level and extent of the injury 
must be established prior to any treatment. Spinal 
cord injuries can be located along the spinal 
cord anywhere from C-4 down to the last vertebra 
and the patients still survive the injury. Severe 
cord trauma above C-4 is probably not com- 
patible with life. In arriving at a diagnosis of 

From the Paraplegia Service, Veterans Administration 
Hospital, Long Beach, California, and the Department of 
Surgery of the School of Medicine, University of Cali- 


fornia at Los Angeles 


* Read at the Thirty-First Annual Conference of the 


American Physical Therapy Association, Hotel Statler, Los 
Angeles, California, June 


1954 


the level of the lesion, sensory and motor signs 
are evaluated. There are landmarks which are 
characteristic for certain dermatomes. The thumb 
area corresponds to C-6; C-8 includes the ring 
and little fingers; the nipple corresponds to the 
fourth thoracic dermatome; ‘T-12 is located in 
a field parallel with the inguinal ligament; the 
outer aspects of the foot represent S-1; and the 
perianal region is supplied by 5-3, 4 and 5. The 
motor level is determined by testing the reflex 
activity and the remaining muscle function. The 
synapse of the biceps reflex is in C-5 and C-6; 
that of the triceps reflex is in C-6 and C-7; and 
the synapse for the knee and ankle jerks is in 
L-2 to L-4 and L-5 to 5-2, respectively. Thorough 
muscle testing will further disclose the extent of 
the motor lesion. 


Karty TREATMENT 


All treatment consists of prevention and correc- 
tion. Emergency treatment considers first any 
accompanying abdominal or thoracic condition 
endangering the patient’s life and the manage- 
ment of blood loss and shock. Thereafter, im- 
mediate attention is directed towards the spinal 
cord. The indication regarding exploration of 
the spinal cord depends upon certain diagnostic 
findings. These include the result of testing the 
spinal fluid dynamics, whether or not a spinal 
fluid block exists, and the findings of the x-ray 


examination as to whether or not there is evi- 
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dence of compression of the spinal cord by bone. 
If both instances are negative, no exploration is 
usually necessary. In cervical lesions Crutchfield 
tongs are applied for stabilizing or reducing the 
site of injury provided there is no bone protru- 
sion into the spinal canal which would further en- 


danger the cord by this procedure. If such a 
situation is present, early laminectomy will be 
indicated. A laminectomy is called “early” if it 
is done within the first week, with lesions of the 
cervical spinal cord, or within the first three or 
four days when the lesion is below the cervical 
level. The exploration hus a double goal; (1) 
prevention of further damage to the cord by 
pressure, and (2) correction of existing damage 
by relieving edema which may compress function- 
able tissue. 


CONTINUED MANAGEMENT 
Neurosurgical 


Corrective neurosurgical procedures may be- 
come necessary at a later date and may consist 
of measures to alleviate 1} pain, 2) spasticity, 
and 3) paroxysmal hypertension. 

The pain problem concerns not only the neuro- 
surgeon but also the neurologist, psychiatrist, and 
psychologist. Pain in paraplegics is not uncom- 
mon with lesions to the cauda equina, and it is 
in these cases that therapeutic results are better 
than in patients with sigher lesions in which 
pain is the exception. \aen pain does occur in 
patients with lesions above the cauda equina, it 
is different from the shooting pain which accom- 
manies lower lesions; the pain then is vague, 
ny tingling or aching, sometimes it is re- 
ferred to the abdomen and sometimes it is of 
radicular distribution. The treatment of this 
type of pain is more difficult than that connected 
with lesions of cauda equina. This latter pain is 
shock-like or shooting, radiating along the legs 
down to the toes. It can be abolished, provided 
that psychological evaluation permits a favorable 
prognosis, by anterolateral chordotomy, i.e. the 
sectioning of the pain tracts in the spinal cord 
at vertebral levels of T-1 and T-2. 

Spasticity is another problem which may need 
neurosurgical intervention; however, prior to 
this, preventative and conservative corrective 
treatment of physical medicine and rehabilita- 
tion play a major vole. From the very beginning, 
efforts must be made to mobilize the limbs 
passively, to stretch the joints, to massage the 
skin in order to keep a good circulation, and to 
improve it by hydrotherapy or dry heat in the 
depth and around the joints. All these efforts are 
aimed at prevention of spastic contractures. Other 
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methods to combat the problem of spasticity con- 
sist of mechanical and ferme muscle fatiguing; 
this includes weight bearing in the upright posi- 
tion, ambulation, or stimulation of the muscula- 
ture with a sinusoidal current. The relaxation 
resulting from such stimulation will last a vari- 
able iength of time (from a few up to eighteen 
hours). Another valuable method to relieve 
spasticity is hydrotherapy in the form of either 
the Hubbard Tank or the swimming pool. The 
surgical procedures to correct spasticity are mani- 
fold and range from peripheral nerve section to 
central procedures, such as anterior rhizotomies 
(severing the anterior roots) or injection of abso- 
lute alcohol into the subarachnoid space. 
Another problem of importance is that of 
yaroxysmal hypertension. Patients who have a 
eae above T-4, especially patients with cervical 
lesions, manifest a syndrome which consists of 
hypertension upon distention of the hollow vis- 
cera such as the bladder or the rectum. Yet, other 
stimuli may elicit a hypertensive response in such 
patients with cervical lesions, e.g. the mere 
change of position by being turned from the 
back to the abdomen, or manipulating the par- 
alyzed extremities may suffice to provoke an 
attack. It is for this reason that the worker must 
be alert and must immediately think of hyper- 
tension when the patient starts perspiring, has a 
flushed face, and complains of a headache. All 
these are symptoms indicative of hypertension 
which may be of vital danger. A patient may 
succumb to an attack of paroxysmal hypertension 
which causes brain hemorrhage. Paroxysmal 
hypertension can be corrected by various surgical 
procedures such as the previously mentioned sub- 
arachnoid alcohol block, posterior rhizotomy in 
order to remove all afferent impulses by section- 
ing the posterior roots (because paroxysmal hy- 
pertension develops on a reflex basis from various 
parts of the body), or sacral neurotomy to de- 
nervate and to de-afferentiate the bladder and 
rectum by sectioning the sacral nerves S-2 to S-5. 


Urological 


Urological problems are manifold and involve 
the upper and lower urinary tracts. The main 
problem of the lower urinary tract is that of 
bladder function. There are essentially two types 
of bladders which present themselves according 
to the level of the lesion; namely, whether there 
is an upper or lower motor neuron lesion. With 
upper motor neuron lesions the bladder should 
ultimately resume its function on a spinal reflex 
basis, while with lower motor neuron lesions this 
organ has to be emptied by either Credé pressure 
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or by straining. Initially, both types are treated 
alike by urethral catheter, tidal drainage, and 
bladder training. Bladder rehabilitation is not 
too difficult for patients who use straining or 
Credé pressure. If the cause of failure of con- 
servative treatment is an intrinsic obstacle at the 
vesical neck, this can be removed by the trans- 
urethral resection of tissue and consequently 
urine can flow readily through this enlarged 
opening. If the bladder is of a type which should 
empty reflexly but does not resume this reflex 
activity despite bladder training including tidal 
drainage, several vistas of correction are open. 
In cases with spasticity, this can be achieved by 
an attack directed towards the muscles of the 
pelvic floor by anesthesia or, in rare cases, sever- 
ance of the pudendal nerves with or without 
transurethral resection of the vesical neck. 
Another method is sacral neurectomy which, like 
pudendal neurotomy, converts the spastic con- 
dition of the pelvic floor muscles into a flaccid 
one. Spasticity of the pelvic floor musculature 
has an inhibitory effect on the bladder muscle 
itself, and the removal of this inhibition by 
pudendal nerve anesthesia forms the rationale for 
this therapy. In a survey of 844 case histories 
at our Center, bladder rehabilitation was achieved 
in 74 per cent. A bladder is not necessarily re- 
habilitated permanently. If a bladder works for 
a year, one may consider this rehabilitation per- 
manent. It will easily happen, however, that at 
one time or other an intercurrent disease, such 
as an upper respiratory infection or a bedsore, 
will upset a good bladder function, and efforts 
of rehabilitation must start anew. This is one of 
the examples which illustrates that spinal man 
is far from being stable and that one must main- 
tain a close supervision at regular intervals. 
Physical rehabilitation supports effectively this 
phase of bladder rehabilitation by improving the 
general condition of the patient by exercise and 
especially through attempts to restore the upright 
position. Other problems of the lower urinary 
tract concern the urethra where abscesses, di- 
verticula and sinus occur at the penoscrotal 
junction. All three conditions have a common 
etiology in that they are the result of pressure, 
usually from an intraurethral catheter, at this 
acute angulation of the urethra. 


The upper urinary tract problem concerns the 
forming of kidney and/or ureteral calculi, which 
are treated by various methods. If they are small 
they are treated by conservative methods; if they 
are large they are treated surgically. The role 
of prevention by means of physical medicine and 
rehabilitation will be considered when problems 
of metabolism are discussed. A complication 
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which occurs not infrequently is dilatation of the 
ureter and hydronephrosis as the result of vesi- 
coureteral reflux. This phenomenon still puzzles 
the urologist in regard to its etiology although 
it is generally accepted that incompetence of 
the ureterovesical valve is the immediate cause, 
Operations have been devised to correct this 
condition, either by reconstructing the valve or 
by indirect neurological surgery such as sacral 
neurotomy or local periureteral denervation, The 
time is still too short to permit an evaluation of 
results from such operations. A simple and harm- 
less procedure remains the permanent drainage 
of the bladder by a catheter which improves the 
condition of the upper urinary tract. If for 
anatomical reasons (ureteral kinks) catheter 
drainage of the bladder should not suffice, then 
cutaneous ureterostomy is the method of choice. 


Decubiti 


Another important problem belonging to the 
field of general surgery is the decubitus ulcer. 
A bedsore develops within a few hours and is 
caused by prolonged pressure in a paralyzed 
part of the body. With improved management 
one is now able to prevent ulcers, and during the 
Korean action patients were received either with- 
out or with an occasional ulcer, but they were 
never covered with ten, twelve, or more ulcers 
as in World War II. Uleers endanger the patient's 
life by the loss of protein and infection. The 
prevention of an ulcer is achieved by maintain- 
ing a good general and nutritional condition of 
the patient through a management of multiple 
feeding, high protein diet, blood transfusions, 
and by injections of male hormone, in order to 
effect a positive nitrogen balance. Locally, pres- 
sure is averted by the use of Stryker or Foster 
Frames, and frequent turning. If one realizes 
that pressure, dirt, and moisture are the main 
local causes of a decubitus ulcer, the proper 
remedy is avoiding this incidence. The correc- 
tion of decubitus ulcers is either conservative or 
operative. Among the means of conservative 
therapy belong the treatment with artificial or 
natural sunlight for superficial ulcers, the brine 
hath in order to remove necrosis, and short wave 
diathermy in order to expedite the healing of a 
small sinus. The choice of the surgical procedure 
will depend on the type of ulcer. A superficial 
uleer may be closed by grafts, buried or onlay 
epidermis grafts. Deep ulcers are closed by 
plastic operations. The present concept is that 
an ulcer should not be closed by a skin flap pro- 
cedure alone, but that also the internal cause of 
pressure must be removed, namely, the bone 
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prominence. The method of choice is, therefore, 
to do ostectomies in conjunction with skin flaps. 


Orth opedic 


Another chapter of interest is the orthopedic 
aspect of rehabilitation. This deals with the pre- 
vention and correction of deformities caused by 
either Spasticity is 
the reason in both instances and methods of pre- 
vention are splinting and passive movement. 
Contractures which are prone to form in the 
hands of quadriplegic patients can be counter- 
acted by paraffin baths in order to keep the skin 
smooth and flexible. Various types of tenotomies, 


dislocation or contracture. 


myotomies and capsulotomies may become nec- 
essary to correct existent contractures. Prosthetic 
appliances play an important part, and accord- 
ing to their purpose four types are distinguished: 
1) those which splint the site of injury, neck or 
back braces; 2) those which help in ambulation, 
namely, long or short leg braces; 3) those which 
correct contractures, such as turnbuckle, glove 
and outrigger splints; and, finally, 4) substitu- 
tion devices such as triceps substitution splints, 
Robin's hook prosthesis, eating, shaving and 
writing gadgets. Concurrent with these efforts go 
attempts at muscle reeducation, gait retraining 
and ambulation. 


Gastroenterological 


The next aspect belongs to the chapter of 
gastroenterology and concerns reeducation of 
bowel function. This is not too difficult to 
achieve and the procedure can be summarized as 
follows: It depends on: 1) diet, 2) regularity, 
and 3) proper position. If the diet is controlled, 
if the time of defecation is set, and if the patient 
is put in a position close to squatting, then the 
local reflex of defecation is relatively easy to 
train, initially with support of enemas, then sup- 
positories, later digital rectal stimulation, and 
eventually no local manipulation will be neces- 
sary. Cooperation is needed from the patient to 
attend to his time, and from the personnel to 
supervise the diet and to dispense bulk-forming 
substances like mucilose or metamucil and, oc- 
casionally, over a short period, mineral oil. 
Regularity of bowel function is more prone to 
develop than that of the bladder. 


Metabolic 


The next chapter concerns metabolism. Some 
points are of special interest because of the pre- 
ventative role which physical medicine and re- 
habilitation play in the management of metabolic 
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problems. Any bedfast person will excrete cal- 
cium in the urine in higher concentration than 
a person who is not confined to bed. This cal- 
cium is mobilized chiefly from the long bones 
of the lower extremities where it is normally de- 
posited through its stimulus of weight-bearing. 
In the paraplegic this mobilization of calcium is 
marked and becomes evident as osteoporosis on 
x-rays. The high concentration of calcium in the 
urine is an important source for the formation 
of urinary calculi. In order to dilute the urine 
and its calcium content, a large fluid intake of 
3000-5000 ce per day is indicated. Another 
measure of prevention is equally important; 
namely, that the calcium be redirected into the 
proper channels; that implies that the patient 
should utilize calcium in the long bones where it 
belongs. This is best achieved in the upright 
position of the patient, by use of a tilt table in the 
early stages, and active ambulation in braces as 
soon as his condition permits it. Pressure of 
weight-bearing on the bones of the lower ex- 
tremities enhances the desired distribution of 
calcium. The upright position facilitates, in 
addition, good drainage from the kidneys and 
prevents pooling of urine which favors the forma- 
tion of stones. 

Other aspects of metabolism are endocrin- 
ological and concern testicular atrophy, fre- 
quently observed in paraplegics. This problem 
causes repercussions in the protein metabolism 
with a negative nitrogen balance which can be 
corrected by testosterone, as mentioned above. 


Psychologicai 


The psychology of paraplegic patients deserves 
attention by those who are concerned with 
physical rehabilitation. Paraplegic patients show 
signs of depression and regression, especially in 
the early stages after injury. This is not astound- 
ing if one remembers that a patient regresses 
yhysically to the condition of an infant; neither 
bis bowel nor his bladder are under voluntary 
control and his care requires handling which is 
comparable to that of a child in diapers. The 
accompanying mental reaction will, therefore, 
be one of regression also. This stage is usually 
overcome within six months although in some 
patients it does not manifest itself at all, and in 
some patients it is overcome sooner. The length 
of time necessary to cope with depression and re- 
gression will depend on the patient's pretraumatic 
psychological condition. Some patients may be- 
come autistic and there is good reason for this. 
All paraplegic patients suffer from the sensation 
of phantom limbs. They have the impression not 
only that they have but also that they can move 
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their limbs, which leads in turn to the false hope 
that these limbs will actually resume the lost 
function. A paraplegic patient is in a more 
difficult position than the amputee who sees that 
the limbs are missing although he may feel and 
move them in his mind. This visual correction 
which helps the amputee to adjust, is not present 
in the paralegic and it takes far more under- 
standing to adjust to the loss of function than 
to the loss of a limb. An impression formed from 
a kinesthetic phantom is of itself more convine- 
ing than a correcting visual impression (as in the 
amputee), and it takes almost the knowledge 
of medicine to recognize the loss of function with- 
out the correcting visual information. The worker 
must know these facts when dealing with patients 
of autistic behavior. Autistic behavior can be 
illustrated by a simple example. Mr. John Doe 
when asked what he plans to do will answer in a 
vague and evasive manner, which discloses that 
he really does not plan to do anything specifically 
but prefers to live in air castles. He believes 
that there will be a complete return of function 
and consequently delays any decision towards a 
fruitful rehabilitation. 
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Vocational Aspects 


The subject of vocational and industrial re- 
habilitation branches out into so many fields that 
it cannot be discussed within the frame of this 
presentation, but suffice it to say that at the very 
moment when a patient is admitted to the 
hospital, vocational and industrial rehabilitation 
should start concurrent with medical and physical 
rehabilitation efforts. There 
difference: in vocational and industrial rehabilita- 
tion one can only interview and test the patient 
while he is still bedfast, but a really active pro- 
gram cannot yet be started. Occasionally oecupa- 
tional therapy at the bedside may open later 
vistas which lead eventually to gainful employ 
ment. Educational therapy, too, belongs in this 
category because it can be applied while the 
patient is still confined to bed. The active parts 
of industrial rehabilitation, however, will have 
to be postponed until the patient is physically 
fit to participate in courses of manual arts, shop 
retraining, similar activities; nevertheless, 
vocational and industrial rehabilitation should be 
considered simultaneously at the time when all 
other rehabilitation efforts begin. 


however. one 
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Physical Therapy in a 
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Physical therapy facilities in small hospitals 
are not new since many specialty units, such as 
children’s hospitals, are small, but have had well 
established departments for many years. The 
purpose of this paper will be to discuss the new 
department in the small general hospital in a 
community where physical therapy has not been 
available previously. We will consider the small 
hospital to be 100 beds or less. Sixty-one per 
cent of the hospitals in the United States fall into 
this grouping, and of these only about thirty 
per cent have physical therapy departments at 
the present time. 

The spread of physical therapy out of the 
urban areas and medical centers can be attributed 
to two chief factors: 1) the increasing numbers 
of qualified therapists, and 2) the growing aware- 
ness in the medical profession and the public at 
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large of the value of physical therapy in the treat- 
ment of disease and injuries. Our increasing 
numbers, our public laws, press, radio, and tele- 
vision publicity, and new rehabilitation legisla- 
tion have all been instrumental in developing 
widespread interest in our profession. If this in- 
terest is to be maintained and increased, physical 
therapy must be made available to more people. 

In order to fill the demand for physical 
therapists in the small hospitals, a three-fold pro- 
gram must be planned to encompass continued 
recruitment for our training schools, education 
of the hospitals and their staffs in the intelligent 
use of our physical therapists, and inducements 
to experienced physical therapists to staff the 
small departments. The American Physical 
Therapy Association and the American Hospital 
Association are the logical groups to conceive 
and execute such a program. They will also have 
the responsibility of evaluating the success of 
these departments from three viewpoints. The 
hospital administration will be concerned with 
the financial aspect of operating the unit; the 
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medical staff will judge its worth by the services 
rendered to patients; and the physical therapist 
will expect the job to contribute to his or her 
professional growth and hold opportunities for 
advancement. Thus it can be seen that the opera- 
tion of the department must be a cooperative 
venture of all three, and they must all derive satis- 
faction from its presence if it is to be truly 
successful. 


CONSIDERATIONS FOR THE HOSPITAL 


Before the small hospital decides to install a 
physical therapy department, there are several 
factors which should be considered which will 
have a direct bearing on its success. The size 
and general type of community will give some 
indication of the potential patient load. Most 
hospital expansion is being done in the areas 
where general conditions are changing and popu- 
lation is increasing. Since insurance companies 
and industrial leaders are usually cognizant of 
the value of physical therapy in the rehabilitation 
of injured workmen, they frequently are in- 
strumental in promoting departments for local 
hospitals. The availability of funds to care for 
handicapped persons in the community may also 
influence the decision. 

The second consideration should be determin- 
ing the need for the service. A survey by the 
medical staff should reveal the incidence of 
diseases in which physical therapy is particularly 
effective. State or local agencies which provide 
medical care for handicapped children can desig- 
nate the number which are treated away from 
home because of the lack of physical therapy in 
their local hospital. In almost every community 
the need is present, but it should be determined 
previously that it is great enough to warrant 
establishing the facility. 

The third point to be considered is the attitude 
of local doctors toward physical therapy. If the 
physical therapist is to operate within the frame- 
work of the ethical code, the medical profession 
will control the success or failure of the depart- 
ment. The staff should be receptive to the idea 
of using physical agents in the treatment of dis- 
ease and injuries, and there should be some 
program planned to orient the doctors in the 
use of the facility. It is not unusual for one 
of the staff, such as the orthopedic surgeon, to 
have a particular interest in physical therapy but, 
in the absence of such, the chief-of-staff or a 
committee should be appointed to act as a 
liaison between the therapist and the referring 
doctors and to establish and guide the policies of 
the department. 
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The fourth consideration will be the attitude 
of the hospital administration toward the pro- 
posed department. Physical therapy should be an 
adjunct to medical care and a service to the com- 
munity and should be considered primarily from 
this point of view, rather than from its financial 
aspect. Every effort should be made to locate the 
unit conveniently for both inpatients and out- 
patients and it should be decorated to create a 
pleasant atmosphere. The therapist should have 
a place in the hospital family that is clearly de- 
fined and supported by the administration. Phys- 
ical therapy should operate as an independent 
department, and should not be placed under the 
jurisdiction of another department such as nurs- 
ing. The physical therapist in the small hospital 
needs opportunities to keep up professional con- 
tacts and stay abreast of new developments in 
the field. It is interesting to note that, due to 
efforts of our national organization, small hos- 
pitals are now able to employ qualified physical 
therapists; yet some administrators are reluctant 
to grant the time it takes the physical therapist 
to support that same organization. 


(QUALIFICATIONS OF THE PHYSICAL THERAPIST 


The preceding analysis of the community, the 
staff, and the hospital will be of value in deciding 
whether or not to install a physical therapy de- 
partment. Once that decision has been made in 
the affirmative, the burden of the success of the 
department will fall on the physical therapist, who 
will find himself in a unique and challenging 
position requiring ingenuity and initiative, as 
well as technical knowledge and skills. As the 
first member of our profession that many of his 
co-workers will meet, he has an initial respon- 
sibility to all of us to uphold our ideals and pro- 
fessional standards. Since probably there will 
be no physiatrist to act as intermediary, he will 
have to take orders directly from the physicians 
and at the same time retain his sense of re- 
sponsibility to the inst ‘tution which employs him. 
He must possess pore al and professional traits 
which are important ¢ every physical therapist, 
but which are essen ial for one who is working 
alone in a small community. 


The primary requisite for the physical thera- 
pist in the small hospital is previous experience 
in a large department treating a variety of pa- 
tients. Technical directors of our training schools 
urge graduates to work at least a year in a situa- 
tion where there is adequate supervision and 
opportunity to perfect skills. It is unwise— 
perhaps even foolhardy—for a hospital to em- 
ploy a recent graduate and expect of him the 
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professional judgment that can be acquired only 
with experience. 

The second essential trait for working alone is 
enthusiasm. In the small hospital the physical 
therapist will have closer contacts with the pa- 
tients, their families, and the doctors than in 
the large department and his own attitude toward 
his job will be reflected in his dealings with them. 
If he has genuine pride in his profession and a 
desire to be of service to the patients who are 
in need of his skills, he will find many ways to 
publicize and promote physical therapy in the 
medical staff and the community at large. Coupled 
with enthusiasm must be the willingness to per- 
form many tasks that may not technically be 
within the scope of physical therapy. In the 
absence of a full rehabilitation team such varied 
things as early vocational counseling, simple 
occupational therapy, and follow-up home care 
can be undertaken by the physical therapist. In 
promoting physical therapy he must also be 
willing to explain his job to interested students 
and speak to clubs and civic organizations about 
it. The best interests of the hospital, the depart- 
ment, and the profession will be served if he 
takes an interest in, and becomes a part of, the 
community and its activities. 

The third requisite for the physical therapist in 
the small hospital is the ability to teach. Unless 
there is a physician in the area who has had 
wide experience in the use of physical therapy, 
the therapist will probably be called upon to 
provide much of the training program for the 
medical staff. In addition, it may be necessary 
for him to instruct hospital personnel in the 
handling of handicapped people. He should be 
instrumental in setting up a polio program if 
such patients will be cared for in the hospital; 
student nurses and volunteer workers will be 
partly his responsibility; and any assistants in 
the department will probably have to be trained 
on the job. In order to carry out these teaching 
programs effectively, he should also be a good 
student and should endeavor to attend refresher 
courses occasionally in order to enlarge his own 
fund of knowledge. 

The fourth requisite is an out-going and pleas- 
ing personality. The ability to meet and mingle 
with all types of people will not only make the 
job more interesting, but will influence the 
amount of cooperation he will get from co- 
workers and community agencies in operating 
the department. 


INSTALLATION, EQUIPMENT, AND OPERATION 


The preceding discussion has dealt mainly 
with some general principles which will affect 
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the development of a small hospital physical 
therapy service. We are now ready for an 
analysis of the actual installation, equipping, and 
operation of such a department. The first con- 
sideration should be the physical plant. The 
amount of floor space allotted must be in keeping 
with the type of patients which will be treated, 
i.e., general acute cases, or long term rehabilita- 
tion. This will influence particularly the amount 
of gymnasium space needed and also the number 
of treatment cubicles. It should be kept in mind 
that space in a physical therapy department is 
needed for bulky equipment such as wheelchairs 
and also that handicapped people frequently need 
more room in which to move about than do 
normal persons. In general, it is more efficient 
and safer to have an open area with curtained 
booths than a series of closed rooms. Office and 
waiting room space should be planned so that 
the physical therapist can be readily available 
to patients as he carries out other duties. Plan- 
ning should also include adequate electrical out- 
lets, water supply, and toilet facilities for patients 
and personnel, Space allocation for future ex- 
pansion should also be a part of the initial 
planning. 


In the matter of equipment it is best to open 
the department with the absolute minimum, 
which, in a general hospital, should include a 
large whirlpool, infra-red lamp, and diathermy 
machine. The demands of the patient load will 
quickly give an indication of additional equip- 
ment that is required. Since physical therapy 
equipment is usually expensive, it behooves the 
physical therapist to use caution in recommend. 
ing purchases and to consider the following 
points: Is the equipment adaptable for the use of 
many patients? Is there space for it? Will it 
require more time for its operation than the 
physical therapist has to spend? Can something 
be improvised to do the same job? This latter 
point is particularly applicable to exercise equip- 
ment, which frequently can be built by the 
hospital maintenance department or local in- 
dustry at substantial savings. 


The basic income of the department will be 
derived from charges to patients. These are 
extremely variable across the country, but should 
have a relationship to the general economic con- 
dition of the area. The following points are of 
assistance in determining the fee for a specific 
treatment: initial cost of the equipment used and 
its depreciation rate; time actually spent by the 
therapist and his salary; cost of operating the 
equipment or the supplies used; and general over- 
head for the department. Fees may have to be 
adjusted several times before a schedule can he 
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established which will be acceptable to the pa- 
tients and at the same time allow an equitable 
return for the hospital. In the matter of ex- 
penses salaries will be the major cost. The hiring 
of additional personnel and the purchasing of 
new equipment should be justifiable by the de- 
mands of the patient load. The strategic use of 
volunteer help, and enlisting the aid of commun- 
ity agencies in purchasing equipment for special 
patients, may also be instrumental in keeping 
expenses down. 

Before the department can commence actual 
operation some thought must be given to records. 
Forms must be available for patient referrals and 
for progress notes which will meet the standards 
of the medical records committee of the hospital. 
A method of transmitting charges to the business 
office must be established. A_ statistical report 
should be kept in the department which will in- 
dicate the number of patients treated and the 
types of treatments given. A monthly or yearly 
evaluation of this repert gives an accurate record 
of the growth of the department and shows its 
needs in the matter of equipment or personnel. 
Accurate records must be maintained but, in the 
interest of the most efficient use of the therapist's 
time, they should be kept at a minimum. 


Soon after the department opens, the problem 
of hiring additional personnel may arise. The 
primary consideration should be whether one 
person can adequately supervise the patients and 
at the same time carry out the other duties of the 
department, such as answering the telephone and 
maintaining records. Secondiy, the physical 
therapist should know whether his only concern 
will be with the patients who are referred to the 
department, or if he will be expected to carry 
out a program of education, promotion, and 
publicity for physical therapy. If the latter is 
true, the sooner he is freed of nonprofessional 
duties the more effective that program can be. 
If the need for additional help is anticipated, it 
should be furnished while there is adequate time 
to train an aide, not when the physical therapist 
is too busy to make full use of the help. Gen- 
erally speaking, the physical therapist should 
be relieved of all the housekeeping duties, 
the ordering and maintenance of supplies, and 
transportation of patients. With training, an 
aide should be able to assist patients in preparing 
for treatment, arrange, and prepare 
equipment for the physical therapist, remove and 
reapply braces and appliances, make appoint- 
ments, keep the schedule, and carry out part of 
the clerical duties. In selected instances, an aide 
may with treatment and may even be 
trained to do exercises of uninvolved parts, such 
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as upper extremity work for a paraplegic. Since 
the physical therapist will be responsible for the 
activities of the aide, he must judge how many 
of the above duties can safely be delegated to a 
nonprofessional helper. As the volume of busi- 
ness grows, an evaluation of the patient load will 
assist in deciding whether an additional aide or 
another therapist is indicated. 


A Typtcat DEPARTMENT 


From the preceding discussion we can see that 
the successful operation of a phyical therapy 
service in a small general hospital depends on 
careful planning, the establishment oi certain 
goals, and the cooperation of the hospital, the 
medical staff, the physical therapist, and the com- 
munity at large. Let us go now to Anytown, 
U.S.A., and see how some of these principles were 
pat into action by Jane Doe during her first year 
as the physical therapist at Community Hospital. 

Miss Doe arrived in Anytown in November and 
was greeted with enthusiasm, since there had 
been advance publicity about t).» new depart- 
ment. Her first week was filled with phone calls 
from patients and doctors inquiring about treat- 
ments and facilities; and with conferences with 
the administrator, chief-of-staff, and other depart- 
ment heads, as they established procedures for 
the new department. A tentative fee schedule was 
established, trial forms were drawn up and 
mimeographed, and an introductory letter was 
sent to all physicians in the area, telling them 
what treatments were available, the working 
hours, the method of referral, and the approxi- 
mate charge for various modalities. The number 
of waiting patients warranted the immediate 
hiring of an aide, and this was also accomplished 
the first week. 

By the second week order was emerging from 
chaos, and a regular patient schedule was de- 
veloping. By observation and from talking with 
the medical record librarian, Jane soon learned 
that she would be called upon to treat much 
the same variety of patients as she had in the 
large city hospital where she had been employed 
previously. Her schedule included con- 
valescent polios, orthopedic cases, patients with 
neurological disorders, sprains, strains, and other 
disabilities. Every new patient provided an op- 
portunity for further training of the new aide, 
and the need for additional equipment soon be- 
came apparent. The second week also presented 
the opportunity for Jane to meet the entire med- 
ical staff at their monthly meeting, and to discuss 
with them the aims of her department and the 
standing rules regarding their use of the facilities. 
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In conferences with the administrator and the 
chief-of-staff, further programs were planned to 
stimulate interest in physical therapy. An open 
house was held, during which time the physical 
therapist demonstrated the equipment for the 
doctors, and urged them (o experience each 
modality. Visual displays were used to illustrate 
the uses of therapeutic exereise, and a library of 
books and pamphlets on physical medicine and 
rehabilitation was available for inspection and 
later use. A mimeographed sheet listing common 
disabilities and diseases in which physical therapy 
is effective, and sample prescriptions for the treat- 
ment of each was given to each doctor. After 
the open house, new equipment which was re- 
ceived by the department was demonstrated at 
staff meetings, and its indications and contra- 
indications were discussed. These efforts were 
all successful in stimulating interest in physical 
therapy and in giving the doctors more con- 
fidence in prescribing. 

Another major project in which Jane par- 
ticipated was the establishment of a polio pro- 
gram for the hospital. Working with a committee 
composed of a pediatrician, the administrator, 
and the director of nurses, an instruction course 
was given for all nursing personnel in the area. 
A roster of personnel available for emergency 
assistance was prepared. Volunteer help was 
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trained to assist with hot packing, and to work 
in the physical therapy department in the event 
of an epidemic. Equipment was ordered and 
hospital personnel became acquainted with its 
operation. By the time the polio season arrived, 
the hospital was ready to receive patients and 
give them complete acute and convalescent care. 

During the first year, Jane also explored the 
agencies in Anytown which are devoted to the 
care of handicapped people. She became ace 
quainted with the Red Cross director, the nurse 
for the Crippled Children Society, the chairman 
of the local polio chapter, and the Cerebral Palsy 
Association, the field worker from the state 
Vocational Rehabilitation Service, and many 
others. Working with them, many specific sery- 
ices were obtained for patients; a swimming 
program for handicapped children was started; 
and several pieces of equipment were obtained 
for the department. 

Jane was kept busy after working hours, talk- 
ing to students, attending the state APTA chapter 
meetings, speaking to local service clubs and 
women's groups about various phases of physical 
therapy, and making new friends. When Novem- 
ber of the following year arrived, Jane Doe was 
the physical therapist in a small, but thriving 
department which cooperative efforts and careful 
planning had made a success. 


Sickle Cell Anemia 


Rheta C. Adams, M.A. 


INTRODUCTION 


Although sickle cell anemia is fundamentally 
a medical problem, it is demanding increasing 
attention from the field of physical medicine since 
the introduction of antibiotic therapy. These 
patients are prone to repeated exacerbations 
which are precipitated by common infections. 
The periods of acute attack are now combatted 
with drugs, thereby markedly extending the life 
expectancy for the sickling diseased patient. Since 
these patients have muscular and joint symptoms, 
it seems advisable to investigate and speculate as 
to the possible use of physical medicine in this 
disease. Because sickle cell anemia affects a 
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small per cent of the negro race, the prevalence 
of the sickle cell disease is comparatively slight 
and little space is given it in medical literature. 
Far less attention has been given the physical 
symptomatology of the disease. In view of the 
paucity of information it seemed appropriate to 
review the known facts concerning sickle cell 
anemia and to offer some information concerning 
the nature of the physical manifestations of the 


disease. 
HistoricaL Review 


The disease of sickle cell anemia must first be 
differentiated from sicklemia which is merely the 
asymptomatic sickling trait. The trait occurs in 
about 7 per cent of the negro population, but 
the sickle cell disease is common in only about 


| 
ry 
‘ 
| 
“4 ll 
> 
| 
| 
j 
‘ 
4 


186 


2 per cent of those exhibiting the sickling phe- 
nomenon. It is the sickle cell disease that we 
will be concerned with here. 

Sickle cell anemia is a hereditary and con- 
genital disease of the hemotopoietic system (ie. 
tissues producing red-blood cells) which occurs 
almost entirely in members of the negro race. 
Mitche! and Nelson (1950) report that females 
are more frequently affected than males, although 
in the veport of 37 cases studied by Scott et al. 
(1951) there were 27 males and 10 females. 
Sickle cell anemia has been observed in patients 
of 1 month of age and in patients past 30 years 
of age. 

The disease is characterized by crescent-shaped 
cells with ends drawn out into filamentous proc- 
esses. (They resemble a blade of a sickle and 
therefore carry the name sickle cells.) The cells, 
under certain conditions such as oxygen lack or 
carbon dioxide saturation, are hemolyzed (i.e. 
broken up) in excessive numbers which results 
in an anemic condition. The pathology is obscure 
but it has been hypothesized that the abnor- 
mality of the cells render them more susceptible 
to hemolysis. This has not been demonstrated. 

The disease occurs in two forms—an active 
and a latent form. The course of the disease is 
variable, The earlier the onset of the active phase 
the less favorable is the outlook. The prognosis 
is poor in cases developing during the first two or 
three years of life. In mild cases the disease may 
become more or less quiescent but in all cases 
remissions and exacerbations are common. 

Exacerbations may be of any degree of sever- 
ity, usually depending on the virulence of the in- 


fection with which they are associated, Most 
young patients who have suffered an active 


episode of sickle cell anemia are to some extent 
incapacitated even in the intervals between 
exacerbations. 

The sickling crisis often presents great diag- 
nostic problems since its clinical manifestations 
vary and are not specifically indicative of the 
causative agent. In some cases, particularly chil- 
dren, there may be vomiting, fever, circulatory 
shock, abdominal pain, and even muscular 
rigidity. Cerebral symptoms are sometimes 
prominent, namely, convulsions and coma. Re- 
peated acute attacks result in recurrent severe 
anemia which interferes with proper nutrition 
and growth and restricts general activity. In- 
itially muscular weakness may occur and in some 
cases hemiplegia results. Joint pains and cardiac 
murmurs may suggest the diagnosis of rheumatic 
fever. In adults which chronic sickle cell anemia 
ulcers of the legs may be frequent, but this is rare 
in children. 
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When severe exacerbations of anemia occur 
the crisis may terminate fatally unless trans- 
fusions are given promptly. The rapidity with 
which the hemoglobin level can drop is some- 
times astonishing, e.g. it has been reported to fall 
from 8 gm. to 1.5 gm. per 100 ml. in the course 
of a few hours. It is interesting to note, how- 
ever, that manifestations of crisis, such as fever 
and pain, may occur without a fall in hemo- 
globin level or other evidences of increasing 
hemolysis. 

Modern chemotherapy and antibiotic therapy 
have given these patients a much longer life 
expectancy although there is no curative treat- 
ment for sickle cell anemia. Therapy is essentially 
supportive and symptomatic. 


Case-History SURVEY 


A series of 50 case histories of sickle cell 
anemia patients seen at the Children’s Hospital 
of Philadelphia in the past 10 years were re- 
viewed in an effort to gain information concern- 
ing the extent and nature of symptoms that in- 
volved the musculoskeletal system. The patients’ 
ages range from 5 months to 14 years and there 
were 31 males and 19 females. 

The data presented does not indicate that the 
symptoms persisted for any specific length of 
time since that information was not available in 
a form valid enough to study. All but 5 patients 
had three or more hospital admissions to date 
of study and those having fewer were below 
15 months of age. One patient had 27 hospital 
admissions directly related to sickle cell anemia. 
Symptoms were recorded if once stated and may 
or may not have recurred at different periods of 
acute illness. In most cases the areas of pain, 
limitation of motion, weakness, and edema varied 
from one admission to another. In some in- 
stances a limp and patient’s refusal to walk were 
reported with no further information to judge 
if the cause were due to weakness alone, pain 
alone, or a combination. In table I you will 
note that the ambulation and limp categories have 
been listed under muscular weakness. 

Of the 50 cases reviewed (see table 1) 42 
showed some muscular or joint pain, while only 
17 of these had accompzuying limitation of joint 
motion and 1] had edema. Twenty-seven reported 
muscular weakness of a general nature, 10 re- 
fused to walk, and 5 demonstrated a limp. Only 
4 suffered central nervous system damage severe 
enough to be classified as hemiplegia; 2 were 
quadriplegias; and | reached the terminal stage 
prior to this study. Two hemiplegias and 1 
quadriplegia received physical therapy. Four 
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Taste | 
Symptoms Reported in 50 Sickle Cell Anemia Case 
Histories 
Number of 
Symptoms Cases 
Muscular and Joint Pain 42° 
(a) Limited range of motion 7 
(b) Edema ll 
Muscular Weakness 27 
(a) Refused to ambulate 10 
(b) Demonstrated limp 5 
Hemiplegia 4 
Quadriplegia 2 


No neuromuscular or musculoskeletal symptoms 4 


*No specific extremity, joint, or muscular region 
showed a significant frequency of involvement; however, 
there was more than one extremity involved. 


cases showed no musculoskeletal symptoms. It 
was common to find that the muscular pains and 
weakness were frequently not present on the 
first hospital admission or when the patients 
were very young, that is, below 1 year of age. 
One patient was reported to have extensive 
acchymatic areas over both legs. This is known 
to be rare in children but common in adult sickle 
cell anemia patients. In all cases the pain and 
weakness did not consistently involve only one 
joint or muscular region but migrated and from 
time to time involved several areas and joints. 


CONCLUSION 


Of the 50 cases reviewed, 62 per cent were 
males and 38 per cent were females. This agrees 
with Scott (1951) but disagrees with Mitchel 
and Nelson (1950) who report that the female 
of the negro race is more frequently affected. 

The musculoskeletal and neuromuscular in- 
volvement is variable but is consistently present 
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after the initial anemic episode. The most fre- 

uent symptom was muscular and joint pain and 
the next most frequent was muscular weakness. 
It seems reasonable to assume that an increasing 
number of motor handicaps will appear as the 
recurrences become more numerous throughout 
the aging process and therefore may need some 
form of treatment in a department of physical 
medicine. Even during the growth and develop- 
ment period the services of physical therapy may 
aid in minimizing discomfort and prevent un- 
necessary deformity. Instructions could be given 
by the physical therapist to enable the mother 
to carry on successful home treatment. 


SUMMARY 


Comparing the 50 cases reviewed here and the 
information found in the literature, it seems 
doubtful that one sex is more prone to have 
sickle cell anemia than the other. 


It has been shown conclusively that sickle cell 
anemia patients do have repeated neuromuscular 
and musculoskeletal symptoms. 


The suggestion was made that physical medi- 
cine should be considered as a treatment for both 
the adult sickle cell patient, who may show more 
disability than the child, and also for the child 
on a home program basis. 
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Suggestions from the Field 


A Hand Electrical Stimulator 
for Facial Paralysis 


William H. Whalen, B.A. 


The use of electrical stimulation is well known 
in the treatment of facial paralysis. It is some- 
times impossible for the patients to come to the 
office for treatment. Therefore we have devised 
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an inexpensive, light weight stimulator that the 
patient may use at home. Instruction in assembly 
and use should be given by a physical therapist. 


Materials Where to procure 


1—67% volt radio B battery Radio shop 
1—20,000 ohm radio vol. control ‘2 - 

6 ft. small insulated copper wire 
1—small spring door bell button 

1—6 inch piece flat spring wire 5 & 10¢ store 
1—tongue blade Pharmacy 


How To ASSEMBLE 


1. Connect 6 inch piece of copper wire between 
positive terminal of battery and one side of 
radio volume control. 


q gu 4 
Pee 
° 
FA 
fay 
et: 
a 
} 
“ey, 
; 
+, 4 j 
y 
| 
| 
ae. 


188 


Tue Puysica, Tuerapy Review 


Vol. 35, No. 4 


FACIAL STIMULATOR 


20,000 OHM 


RADIO VOLUME CONTROL .. 


671, VOLT 
RADIO 
B BATTERY 


Detail of Electrodes 


WIRE BOLTED TO 
TONGUE BLADE 


GAUZE COVERED 


WASHERS 


2. Connect 6 inch piece of copper wire between 


negative pole of radio battery and one side 
of door bell button. 


3. Cut tongue blade in half, bolt each half to 
ends of spring wire. 


4. Place bolt with 2 washers through tongue 
blade already attached to spring wire. 


5. Attach 24% feet of copper wire from radio 
volume control to one tongue blade back of 
washers, 


6. Attach 24% feet of copper wire from door bell 
to other tongue blade back of washers and 
wrap with gauze to use as electrode. 


6 INCH SPRING WIRE 


7. Tape volume control and door bell to top of 
battery. 


How To Use 


The radio volume control is used to control 
the amount of current output and the door bell 
is used as a make and break key. 

Moisten electrodes, place the battery in left 
hand with thumb over the make and break key. 
With right hand place negative electrode over 
muscle point to be stimulated, bending spring 
wire to allow positive electrode to make contact 
with another pertion of the face. Stimulate 
musgle desired, increasing current with volume 
control until adequate muscle contractions are 
obtained. 


| 
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Editorials 


‘Te recruitment program for more physical therapists supports the slogan, “It pays to advertise,” 
for the current academic year shows a 35 per cent increase over 1953 in total student enrollment 
in approved physical therapy programs. Credit for the increased enrollment is given to innumerable 
people, on a local and on a national level, who have accepted their professional and personal re- 
sponsibilities and worked unceasingly to encourage young people to “join ranks in a proud 
profession.” 

Increased enrollment has brought many problems to those concerned with the education of 
physical therapists. One critical and immediate problem is the need for additional physical therapy 
instructors in our approved schools. Increased numbers of students demand an increase in the size 
of faculties if the quality of instruction is to be maintained and if proven principles of good 
education are to be followed. Through editorials in the Review, the membership newsletter, monthly 
bulletins to school directors, and by personal appeal, attempts have been made to locate among the 
membership those persons who are interested in becoming physical therapy instructors. These 
efforts have evoked some favorable response insofar as interest is concerned. A few persons will 
be available at a later date to fill such positions. There is not, however, one physical therapist with 
sufficient length and breadth of experience who has expressed an interest in teaching that is avail- 
able today to fill one of the several current vacancies in our schools. 

Enrollment cannot be further increased and new schools cannot be developed without instruc- 
tors. Government funds are available for strengthening existing rehabilitation services so that it 
is now possible for all approved schools to expand facilities to permit greater student enrollment. 
The need for establishment of new schools in certain geographical locations in the country to help 
provide the personnel for increased patient services has been apparent for some time to physical 
therapists and other medical personnel in those areas. The need for instructors is acute enough 
to present a serious threat to the ability of our profession to meet the demand for our services. 
The way to alleviate any shortage is to increase the supply and/or decrease the demand. We cannot 
do the latter ii we are to keep faith with those students whom we are actively attempting to interest 
in and recruit into our profession, with the hospital administrators and medical personnel who 
utilize our services, and with the patients who need our professional care. 

“Why should I become a teacher?” A good question and one that cannot be answered com- 
pletely by discussion — the real answer lies within each person. There are many opportunities and 
advantages in teaching: there is the joy of seeing someone grasp, wrestle with, and finally conquer 
learning which is later expressed through patient care; there is the excitement of imparting an idea 
and seeing it come to fruition because the planted seed was patiently and carefully nurtured; there 
is the stimulation of working with young people when patterns of behavior and attitudes toward 
others are being formulated; there is the satisfaction of knowing that you have contributed to the 
preparation of those persons on whom the future of physical therapy will rest. Look back on your 
own school days and recall those who influenced you by kindling a spark of curiosity which they 
helped you fan to a warm sense of accomplishment. Surely you have known someone in your edu- 
cational career who created within you a desire for learning that will last as long as life itself. In 
all of history mankind has benefitted because of those who searched after knowledge, and even more 
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important, passed it along to those who followed. Every physical therapist owes an immeasurable 
debt to the visionaries who helped our profession become recognized, respected, and a necessary 
part of medical treatment. These pioneers, knowing that a container of any kind is limited as to 
the amount it will hold and that only as some of the substance within that container is poured 
forth can more substance take its place, did not wait until they had amassed all the technics and 
garnered all the knowledge to come, but passed on the benefits of their endeavors as they gained 
experience and insight. 


Low salaries in teaching positions have been blamed for lack of interest in this field. The 
realization by those concerned that teachers are specialists and that all teaching salaries were 
woefully inadequate has aided in promotion of better salaries for teachers in general — which has 
had a positive effect on salaries for instructors of physical therapy. Faculty appointments carry 
with them the advantages of: academic rank with periodic evaluation for promotion in rank with 
subsequent salary increase; opportunities for research and writing; health and retirement plans; 
reduced rates for or tuition-free courses in graduate work; extra-curricular and cultural oppor- 
tunities; and sabbatical leave. A number of new schools are being developed; these will provide 
opportunities for instructors to advance to physical therapy directorships. 


“I do not wish to give up working with patients” is no longer a valid reason for not being 
interested in teaching positions. For those who wish to do so it is possible to combine clinical 
work with part-time didactic instruction. ‘It is not such a long way from the clinic with its daily 
treatment program to the classroom with its lecture and laboratory schedules. The essence of a 
patient-therapist or a student-instructor relationship is the same — two people actively working 
together to accomplish aims and objectives. One statistical difference insofar as service is con- 
cerned does make itself apparent, however. While a physical therapist in a clinical situation can 
treat 12 to 16 patients daily, the instructor of physical therapy is involved in the education of from 
12 to 50 students. These students upon graduation will not only add numbers to our profession, but 


will effect a corresponding increase in the number of patients who will benefit from physical 
therapy care. 


Every physical therapist is a potential instructor — the success of many treatment programs 
depends upon the ability of the therapist to effectively teach the patient or someone in his environ- 
ment. This potential must be recognized and developed. Providing the highest quality of physical 
therapy education is the responsibility of every physica! therapist — this responsibility must be 
accepted and fulfilled if we are to be at peace witli: ourselves and know that our “ready” audience 
of students has been adequately prepared to meet increased demands for physical therapy services to 
the patient. 


Marriages Helen Marcowitz of Jackson Heights, N. Y., now Mrs. 


: Helen M. Vagge, Flushing, N. Y. 
Mary Beasom of Boston, Mass. to Norman J. Braaten, 


Minneapolis, Minn. 

Bertha H. Field of Union Grove, Wis. to James S. 
Clarkson, Burlington, Wis. 

Michele Flanagan of St. Paul, Minn. to James R. Mc- 
quillan, Elizabeth City, N. C. 

Marjorie Kirkland of Troy, N. Y. to Reynolds J. Deacon, 
Huntsville, Ala. 


Kathryn Mansfield of Yonkers, N. Y. to S. Rose, York- 
town Heights, N. Y. 


Velma G. Murdock of Newton Highlands, Mass. to How- 
ard Moore, Newton, Mass. 


Gilda Sella of Minneapolis, Minn. to Robert Allen Kaasa, 
Washwauk, Minn. 

Roslyn Sirlin of New Hyde Park, N. Y., now Mrs. 
Roslyn S. Davidson, Floral Park, N. Y. 

Mildred Van Keuren of Waco, Texas, now Mrs. Mildred 
V. Carlton, Albuquerque, N. Mex. 


Hazel Williams of San Francisco, Calif., now Mrs. Hazel 
W. Froblich, San Francisco, Calif. 
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Association Activities 


Chapter News 
Ohio 


A fifth district of the Ohio Chapter was formed 
this winter and designated the Northwestern Dis- 
trict. Meetings have been held in Toledo. 

Chairman of the new district is Patrick Cozzi. 
2001 Collingwood, Toledo 2, and the Secretary 
is Esther Shinkle, Toledo Society for Crippled 
Children, 2740 Central Ave., Toledo. 


Dorothy E. Voss Leaves for 
Assignment in Egypt 


Dorothy E. Voss, former Secretary of the As- 
sociation and member of the Nominations Com- 
mittee, left New York on March 7 for a six 
months assignment as physical therapy advisor 
in Cairo, Egypt, with the Foreign Operations 
Administration of the Ll. S. Government. This 
is to fill the request of the Egyptian Government 
for the technical assistance of a United States 
physical therapist to work with the staff of the 
Children’s Hospital in Cairo in establishing a 
physical therapy treatment program for children 
with poliomyelitis on an inpatient and outpatient 
basis. 


Louise Bailey Appointed to 
Defense Advisory Group 

Louise A. Bailey, physical therapy consultant 
for the National Society for Crippled Children 
and Adults. Ine. and of the APTA 


Advisory Committee to the Department of Pro- 


member 


fessional Services, was among leading American 
women appointed to the Defense Advisory Com- 
mittee on Women in the Services, 

Serving the Department of Defense, the Com. 
mittee provides assistance and advice on matters 
relating to women in the service. Miss Bailey will 
help in creating further public acceptance of 
military service as a career for women and en- 
couraging limited military service as a citizenship 
responsibility by qualified women not desiring 
to make such a service a career. 


Association Members in 
Publications Abroad 
Physiotherapy, the journal of the Chartered 


Society of Physiotherapy, has published a 
monthly series of, articles under the heading 


“Physiotherapy Overseas.” The United States is 
represented in the sixth of these articles appear- 
ing in the February issue. Laura K. Smith and 
Dorothy M. Iddings are the co-authors with Eva- 
Marie Pfeiffer, M.D., and William A. Spencer, 
M.D.. under the title “Physical Therapy in the 
Poliomyelitis Respiratory Patient—Method of 
the Southwestern Poliomyelitis Respiratory 
Center.” 

Mary A. Cailahan, Director of Training for 
Physical Therapists, Columbia University, is 
author of “The Adult Cerebral Palsied in Need 
of Custodial Care.” in the British Journal of 
Physical Vedicine for December 1954. An ab- 
stract of the paper appears on page 209 of this 
issue. 


Meeting of Self Employed Members 


The Advisory Committee to study the Prob- 
lems of the Self Employed appointed by the 
Board of Directors has prepared an agenda for 
a meeting of self employed members at the St. 
Louis Conference. This meeting will be held on 
Monday morning. June 21st from 9 A.M. until 
noon. Action at this and later meetings will be 
dependent upon the decision of the Board of 
Directors regarding the establishment of a self 
employed section of the APTA and approval by 
the House of Delegates. 

Discussion will regard the definition of a self 
employed physical therapist, ethical require- 
ments, functions of a section, and eligibility for 
membership in the section. All 
consider themselves self employed full or part 
time, including private offices or home visits, are 
urged to attend this meeting and participate in 


members w ho 


the discussions. 


Calling You 
for Abstracts of Papers 
to be presented at your 


Research and Clinical Studies Section 


1955 APTA Conference 
to be held in St. Louis, Mo. 


Abstracts due April 15, 1955 


Check with your local Chapter or the 
nearest P.T. School for details 
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CONFERENCE 


JUNE 19th to 25th 


Al 


“Meet me tw St Louis 


Jefferson Hotel 


Business Meetings and Program Schedule 


Jure 17th and 18th Board of Directors Meetings 


June 19th 


9:96 a.m. to 5:00 p.m. School Section 
5:00 p.m. to 8:00 p.m. The Blue Note Mixer — Eastern Missouri Chapter, Host 


June 20th 


9:00 a.m. 12:00 noon Registration 
10:00 a.m. 2:00 noon Group Meetings — Veterans Administration, Official Crippled Children’s Programs, 
Crippled Children’s Societies, Self-Employed, State Examining Committees 
2:00 p.m. 5:00 p.m. Opening Session — Greetings, President's Address, Speaker 
Charles C, Letourneau, M.D 
7:09 p.m. \ Night at the Opera — St. Louis Municipal — Outdoor 
“Wonderful Town” 
June 21st 


9:09 a.m. to 12: House of Delegates 
2:09 p.m. to 5: m. Introduction to Workshop Technics 


Leader Earnest Brandenburg, Ph.D., Acting Dean, University College, Wash 
ington University 


The Workshop Philosophy — The Dynamics of Groups 
Listening and Understanding — What are the Characteristics of Suceess- 
ful Workshops 
June 
9:00 a.m. 2: Scientific Workshops 
Tests Measurements and Evaluation Procedures in Physical Therapy 
Physical Therapy in Orthopedics 
Treatment Procedures in Physical Therapy 
Elements of Administrative Responsibility and Communication 
Physical Therapy within the Framework of Community Agencies 
Interpretation of the Profession and Educational Opportunities 
2:00 p.m. 5:00 p.m. House of Delegates 
6:00 p.m. 7:30 p.m. Reception of National Officers 
7:30 p.m. , Annual Banquet 


June 
9:00 , 12:00 noon Scientific Workshops Continued 
2:00 p.m. 5:00 p.m. Research Section 
Chapter Workshop 
7:00 p.m. 10:00 p.m. Scientific Movies 


June 


9:00 a.m. 10:00 a.m. Scientific Workshops Concluded 
2:00 p.m. 5:00 p.m, Chapter Workshop 
Visits to local Physical Therapy Departments 


A recess will be scheduled each morning and afternoon to visit -rhibits. 
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Workshop Selection 


If you have been wondering which workshop 
to attend at St. Louis here are some “tips” to 
guide your selection. The questions listed are 
not necessarily those which will be discussed 
since the participants will set up their own agenda 
based on the interests of those present. Each 
group will be free to establish its own problems 
for snien within the general topical! sugges- 
tions. We are aware that this approach will per- 
haps be a new experience for some of our mem- 
bers, particularly those who come to Conference 
to listen to the “voice of authority.” We strongly 
feel, though, that all of us have something to con- 
tribute——and this can be done only by a sharing 
of problems, finding that many of our problems 
are mutual, and together seeking solutions by an 
interchange of information and ideas. 


Groups 1, 11, and 111—-Tests Measurements and 
Evaluation Procedures in Physical Therapy. 


1. What should be included in a functional 
evaluation ? 

2. What is the most useful way to measure 
and record range of joint motion? Atro- 
shy of an extremity? 

S. hat is the most successful approach 
to a manual muscle test on the small 
child? 

4. What electrical tests are most commonly 
requested by the physician and how are 
these administered? 


Groups IV, V and V1—Physical Therapy in 
Orthopedics 


1. How do we contribute to the patient's 
rehabilitation following constructive sur- 
gery? 

2. What is the physical therapy rationale 
in muscle transplants? 

3. How are posture deviations evaluated 
and recorded? 

4. What exercises should be included in the 
treatment program for patients with 
scoliosis ? 

5. What are the current trends and infor- 
mation about braces, bracing, and other 
supportive apparatus? 


Group V1l—Treatment Procedures in Physical 
Therapy 
1. What are the recent developments in 
technics in the application of ultrasound, 
microwave, diathermy, ultraviolet? 
2. What are current practices in the field 
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of therapeutic exercise and functional 
training? 

3. What are the indications for massage and 
what results are obtained? 

4. How can the best results be obtained in 
fulfilling prescriptions for hydrogymnas- 
tics and hydrotherapy? 


Group VIII—Elements of Administrative Re- 
sponsibility and Communication 


1. What duties are expected of physical 
therapists in administrative positions? 

2. Why and how do we plan inservice 
training programs for professional and 
nonprofessional personnel; prepare bud- 
gets, job specifications and personnel 
policies; and conduct staff conferences 
and scheduling of patients? 

3. How can we improve interpersonal rela- 
tionships with the medical staff, co- 
workers, allied professions, and the com- 
munity ? 

4. How do we improve our written com- 
munications such as progress notes, case 
reports, and scientific papers? 


Group 1X—Physical Therapy within the Frame- 
work of Community Agencies. 


1. What is the role of community health 
agencies in the rehabilitation of the 
patient? 

2. What should we know about the philoso- 
phy of public health? 

3. What is expected of physical therapists 
in State Crippled Children’s Commis- 
sions, Visiting Nurse Associations, City 
and County Health Departments, Cura- 
tive Workshops, and Rehabilitation Cen- 
ters? 

4. How does the physical therapy program 
differ in these agencies from that in a 
hospital? 


Group X—Interpretation of the Profession and 
Educational Opportunities. 


1. How can we best interpret our work to 
the medical staff of our hospital, to our 
communities, and to our professional 
allies? 

2. What opportunities are there for teach- 
ing in physical therapy schools and what 
are the advantages and disadvantages? 

3. What opportunities are there for ad- 
vanced study and what additional pro- 
grams are needed? 
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4. How can our organized professional 
groups develop their programs to help 
meet the need for physical therapy serv- 
ices? 


Send in your advance registration early on the 
card received with your dues bill so that you 
may be sure to have a space assigned in the work- 
shop of your choice. 


Facts About the Conference 


Hotel 
The Jefferson Hotel is entirely air-conditioned 
and is the largest hotel in St. Louis. It ad- 
joins the retail shopping and theater districts. 


Are from $6.00 for a single room and bsth. 
Rooms with double bed and bath for two start 
at $9.00. Twin-bedded rooms with bath for 
two start at $11.00. Suites start at $25.00. 


Hotel Reservations 

Reservations are made directly with the hotel. 
Reservation cards will sent out with the 
dues notices. Those who wish to room to- 
gether should send in only one reservation 
including names of all roommates. The num- 
ber of minimum priced rooms is limited and 
the hotel will acknowledge reservations within 
a range dependent upon availability at the 
time of arrival. When single rooms are filled 
the hotel will assign roommates. 


Registration 

Active and Inactive Members 
Student Members 1.00 
Other Physical Therapy Students 2.00 
Advance registration cards will be sent to 
members with the dues notices. If you do not 
register in advance you must present your 
membership card when you register. 
Physical therapists who are graduates of ap- 
proved schools but not members of the Asso- 
ciation may attend the general sessions on 
introduction by a member and paying a reg- 
istration fee of $15.00. 


Workshops 
Scientific workshops are part of the program. 
Refer to the description elsewhere of their 
content. Members may attend only one work- 
shop of three sessions and must register in 
advance for the one of his choice on the card 
provided. 


Exhibits 
The Exhibit Manager is Gordon M. Marshall, 
30 W. Washington, Chicago 2, Illinois. Scien- 
tific exhibit space is assigned by the American 
Physical Therapy Association. 


$5.00 


A block of seats has been reserved at the 
Outdoor Municipal Opera for Monday night, 
June 20. Members will order their tickets 
directly by using the order form from the 
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April or May issue of the Physical Therapy 
Review (In this issue see page 172). 


Pictures 

Time has been set aside for showing motion 
pictures and slides which would be of interest 
to physical therapists. If any members or 
organizations wish to present movies, film- 
strips or slides, application blanks may be ob- 
tained from the American Physical Therapy 
Association, 1790 Broadway, New York 19, 
New York. Since the time limit will not permit 
all movies to be shown, application for inclu- 
sion in the program should be made early. 
The deadline for all applications is April 1, 
1955. 

The Program Committee will select those films 
and slides which in their judgment will be of 
greatest interest to the audience and which 
will fit into the time allotted. Only films and 
slides thus selected will be shown. 


Research and Clinical Studies Section 


Abstracts of papers to be read at the 32nd 
annual meeting of the American Physical 
Therapy Association which meets in St. Louis, 
Missouri, June 19-25, 1955, are due in the 
National Office, 1790 Broadway, New York 
19, N. Y., on or before March 15, 1955. 


Abstracts should be not more than 250 words 
long, or one typewritten page, double-spaced. 
Abstracts should be sent in triplicate to ex- 
pedite review by the Research and Clinical 
Studies Committee. 

Abstracts should have a concise but inclusive 
title. Other information required is the full 
name of the author or authors, degrees held, 
position, and the institution were the work 
was done. 

Titles will be selected and essayists notified 
by April Ist. Discussants will be selected 
from the membership of the Association. 
Completed papers are due in the National 
Office by May 15. 


Group Meeting of Physical Therapists 


Official Crippled Children’s Programs 


Physical therapists who are employed by State 
Crippled Children’s Programs will hold their 
annual meeting Monday morning, June 20. 

Two state physical therapy programs will be 
presented by representatives from the States. 


Societies for Crippled Children 


Physical Therapists employed in societies for 
crippled children are invited to meet with Louise 
Bailey, Physical Therapy Consultant, National 
Society for Crippled Children and Adults, Ine., 
Monday, June 20. 

Suggestions for discussion may be sent to Miss 
Bailey at 11 South LaSalle Street, Chicago 3, 
IHinois. 
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Conference Speakers 


Earnest Brandenburg, Ph.D. 


Larnest Brandenburg, Acting Dean of Uni- 
versity College of Washington University, St. 
Louis, has participated in planning the 1955 
conference program in cooperation with the Con- 
ference Program Committee and will take part 
on the afternoon of June 21st when he speaks on 
“Listening and Understanding” (making sure 
that what we intend to say; also 
making sure we really receive the message they 
intend), 

Dean Brandenburg, who is also Associate Pro- 
fessor of Speech at Washington University, holds 
a Ph.D. from Lowa University and at the present 
time is an Associate Editor of Journal of Com- 
munication and The Speech Teacher. He is the 
author of numerous periodical articles on speech 
and communication and co-author with Waldo 
Braden of the book published this year by Har- 
per and Brothers, “Oral Decision-Making: Prin- 
ciples of Discussion and Debate.” 

Dr. Brandenburg spent three and a half years 
during World War II as a naval officer and 
since that time has participated widely in com- 
munity activities in setting up leadership train- 
ing programs. 


others heer 


Nathan Kohn, Jr., Ed.D. 


Discussion on the Dynamics of Groups will 
be presented during the Introduction to Work- 
shop Technics at the St. Louis Conference. This 
will be given by Nathan Kohn, Jr., Ed.D. Dr. 
Kohn is head of Nathan Kohn, Jr. and Asso- 
ciates in St. Louis and a lecturer at Washington 
University. He is a psychologist who obtained 
his M.A. from the University of Minnesota and 
his LL.B., A.B. and Ed.D. from Washington 
University. He is also a Diplomate of the Ameri- 
can Board of Examiners in Professional Psy- 
chology and a member of the National Voca- 
tional Guidance Association, as well as other edu- 
cational and psychological associations. Dr. 
Kohn has served as Chairman of the Ethical Prac- 
tices Committee of the National Vocational 
Guidance Association and President of the Amer- 
ican Board for Psychological Services. 


School Section, Tentative Program 
Jefferson Hotel, June 19 


9:00- 9:30 Registration 
9:30-10:30 Keynote Speaker 
10:30-10:45 Intermission 
10:45-12:30 Workshops 


1. Administration and Staff Relations 
2. Kinesiology and Applied Anatomy 


12:30- 2:00 Luncheon 
2:00—- 3:45 Workshops 
Continuation of morning session 
3:45- 4:00 Intermission 
4:00- 5:00 Business Meeting 


The School Section officers appreciate the re- 
sponse to the communication sent out in 
November to people who attended the School 
Section in June, 1954. As a result of this co- 
operation, they hope to be able to present a 
program that will be of genuine value and in- 
terest to all members of the School Section. 
Meetings of the Section are open to all APTA 
members interested in education. 


Coming Meetings 


The 27th Annual Meeting of the American 
Society of X-Ray Technicians will be held at the 
Statler Hotel, Boston, Massachusetts, May 29 
through June 2, 1955, with an Instructors Work- 


shop on May 28. 
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To Visit 


1. St. Anthony's Hospital, 2. Homer G. Phillips Hospital, 3. Firmin Desloge Hospital, 4. St. Louis 


University School of Medicine, 5. 
7. St. Mary's Hospital, 8. St. Luke's Hospital, 
istration Hospital, 11. Jewish Hospital. 


Washington University Medical Center, 6 


Deaconess Hospital, 


*(. John’s Hospital, 10. Cochran Veterans Admin 


Medical Community Guide 


When you check in at air-conditioned Hotel 
Jefferson for Conference, plan to visit some of 
the facilities which have helped to develop St. 
Louis into one of the first > nking medical cen- 
ters in the world. Friday afternoon, June 24, 
will be “touring time” and the members of the 
Eastern Missouri Chapter will welcome visitors 
to their installations and departments. 

Indicative of the eminence of the scientific 
community of your host-city and its two famous 
universities is the fact that six St. Louisans have 
been designated Nobel Laureates for research 
done in St. Louis. Washington University is jus- 
tifiably proud of its five Nobel Prize winners 
four in physiology and medicine; one in the 
closely allied field of physics. Continuing actively 
to contribute to the academic and medical life 


of Washington University and the community are 
the revered Dr. Joseph Erlanger; the shy hus- 
band-and-wife team, Drs. Carl and Gerty Cori; 
and Dr. Arthur Holly Compton, the recent Chan- 


cellor. Dr. Herbert Gasser, who shared the honor 
with Dr. Erlanger, is now affiliated with the 
Rockefeller Institute for Medical Research. St. 


Louis University’s Dr. Edward Doisy, honored 
in 1943 with Dr. Hendrik Dam of Copenhagen 
for contribution in physiology and 
continues his work while serving as professor 
of biochemistry at the university. 

St. Louis has more than its share of scientific 
genius, perhaps, and the research and teaching 
facilities which engender it. The clinical oppor- 
tunities which are essential to the development 
of the medical scientist are provided in the more 
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than fifty hospitals and clinics in the city. Good 
patient-care is the goal of the city’s medical com- 
munity. 

Currently, there are extensive building pro- 
grams under way and many of the hospitals you 
will wish to visit may have a “new look” by June. 
If you check a map on June 24, a circle tour of 
facilities where you will be greeted by members 
of the Eastern Missouri Chapter could resemble 
the following. 

West and a few blocks south of headquarters, 
at Grand and Caroline Avenues, towers Firmin 
Desloge Hospital. Directly across the street is 
St. Louis University School of Medicine. Imme- 
diately adjacent, the Cardinal Glennon Children’s 
Hospital is being erected. Desloge is one of the 
important clinical facilities for St. Louis Univer- 
sity and houses a complete physical medicine de- 
partment and a preschool cerebral palsy unit “on 
the promenade.” This is the site for one of the 
two approved schools of physical therapy in St. 
Louis, too. 

On Grand, thirteen blocks south of Desloge, is 
the comparatively new Alhambra Grotto Cerebral 
Palsy Unit. Twelve blocks farther south, at Grand 
and Chippewa, is St. Anthony's, a large general 
hospital where many more members of the APTA 
will greet you on June 24. 

Not too many miles south, on the bluffs of the 
Mississippi, is famous old Jefferson Barracks and 
the Veterans Administration Hospital which has 
recently been designated as exclusively neuro- 
psychiatric, The president of the local chapter 
will welcome you here. 

Northwest from Jefferson Barracks, in Webster 
Groves, is Miriam Rehabilitation Hospital, a 
unit of the Jewish Hospital Group. It provides 
a suburban setting for its integrated program for 
the rehabilitation of its severely disabled patients. 

North and east, on Clayton Road near the city 
limits, St. Mary's Hespital spreads its wings. This, 
like Firmin Desloge, is a general hospital and a 
clinical facility of St. Louis University. 

Directly east on Oakland, overlooking Forest 
Park, is Deaconess Hospital. A new wing is going 
up and its newly reorganized physical therapy de- 
partment will expand into a iarge portion of it 
late in 55. The plans for the. w department will 
be eagerly displayed if you are interested. 

Sharing the eastern e'ge of Forest Park are 
Washington University Medical Center, St. John’s 
Hospital, and the Jewish Hospital. All are reached 
quickly by driving north on Kingshighway from 
Oakland. (On the way, you may wish to see in- 
ternationally famous Central Institute for the 
Deaf.) 

The huge mass that constitutes the Washington 
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University center includes the medical school; 
Barnes; St. Louis Children’s; St. Louis Mater- 
nity; McMillan Eye, Ear, Nose and Throat; Wohl 
Cancer; Barnard Free Skin and Cancer Hospi- 
tals; Washington University Clinics; Oscar John- 
son Institute; and Mallinckrodt Institute. The 
relocated Barnard has just been opened, a new 
wing is being added to Children’s, and the Renard 
Psychiatric Hospital is nearing completion. St. 
Louis’ second physical therapy school on the 
approved list is located here and the physical ther- 
apy unit servicing all the hospitals of the center 
is temporarily located in Barnes. 

St. John’s Hospital, located between the Wash- 
ington University Center and Jewish Hospital, 
has a block deep setting, its main entrance being 
on Euclid. Its attractive physical medicine de- 
partment is lodged in the south wing on the first 
floor. 

Jewish Hospital is in the midst of an extensive 
building program. Its present physical medicine 
department will be consolidated with that of the 
Miriam Rehabilitation Hospital and relocated in 
an impressive new wing. The architects have 
drawn the dream of physical therapists, but it will 
not be a functional unit until 1956. Would you 
like to study the blue prints? 

Elias Michael School for Crippled Children, 
on Euclid paralleling Jewish, will be closed by the 
time of Conference, but the program offered at 
the nearby St. Louis Society for Crippled Chil- 
dren will be available to visitors. 

Moving west again, the tour reaches Delmar 
and Belt where St. Luke’s Hospital is completing 
new additions. The physical therapy department 
has been moved into its new quarters. Some inter- 
esting space-saving and back-saving ideas have 
been incorporated in the result. 

North and east is the Missouri Baptist Hospital 
where a reorganized department serves a large 
general hospital. More floors have been added 
here in the last two years, too. 

Homer G. Phillips Hospital, one of the city 
institutions, is located north and east of the Mis- 
souri Baptist. A pilot, integrated rehabilitation 
program is being successfully developed at 
“Homer G.” 

The circle tour is completed with a visit to the 

leaming new Cochran Veterans Administration 
Hospital at Grand and Enright. Its efficiently de- 
signed physical therapy department on the second 
floor provides for the patients of this 487-bed 
general medical and surgical hospital. 

Remember the afternoon of June 24 as the time 
for comfortable shoes and the time to visit some 
of the medical facilities of St. Louis, seeing a 
good share of the city on the way! 
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Short Term Courses 
Children’s Hospital 


Announcement of the following short-term 
course offered to graduate physical therapists 
has been received: 


Name of Course 
Early Convalescent Care of Poliomyelitis 


Sponsor of Course 


Children’s Medical Center, 300 Longwood 
Ave., Boston, Mass. 


Dates of Course 
July 19, 1955 to August 13, 1955 
(Note: it is possible to extend course to three 
or six months on an individual basis) 


Course Content 


Essentials of care in the early convalescent 
stage; handling of epidemic problems; in- 
struction and practice in the technics of 
muscle testing and reeducation; the prevention 
of deformities; underwater therapy; and the 
treatment of patients with respiratory in- 
volvement. 
Tuition—$75.00 
Required field trips 
(estimate ) 
Living quarters not provided at facility— 
Medical Center will be glad to advise students 
regarding nearby available housing. 


Scholarships 


Contact Division of Professional Education, 
The National Foundation for Infantile 
Paralysis 
120 Broadway 
New York 5, New York 
Eligibility 
Applicants must be members of the American 
Physical Therapy Association, or the ARPT. 
Graduates of certain foreign schools will be 
considered on individual evaluation. 


$5.00 — $10.00 


Further details and application for admission 
may be obtained from: 

Miss Shirley Cogland, Director of Physical 
Therapy; The Children’s Hospital, 300 Long- 
wood Avenue, Boston 15, Massachusetts. 


University of Pennsylvania 


Announcement of the following short-term 
courses offered to physicians, dentists, registered 
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nurses, occupational therapists, physical thera- 
pists, social workers, rehabilitation counselors, 
and others concerned with the rehabilitation of 
the handicapped has been received. 
Name of Course 
Principles of Rehabilitation Orientation in 
Rehabilitation Practice 
Sponsor of Course 
University of Pennsylvania 
Dates of Courses 
March 21, 1955—-March 25, 1955 
April 18, 1955 April 22, 1955 
May 16, 1955-——May 20, 19 
June 13, 1955—June 17, 1955 
July 18, 1955—July 22, 1955 
Tuition 
No tuition fee—cost of courses has been spon- 
sored by a grant from the Office of Vocational 
Rehabilitation, Department of Health, Educa- 
tion and Welfare. 
Traineeship Stipends 
Stipends in, amounts of $50.00 to $100.00 may 
he provided by the Office of Vocational Re- 
habilitation for eligible persons attending these 
courses. Requests for further information and 
inquiries concerning Trainee Stipends should 
be addressed to: 
Rehabilitation Center 
Hospital of the University of Pennsylvania 
Philadelphia 4, Pennsylvania 


Catholic University 
Announcement of the following short-term 
course has been received: 


Name of Course 
“A Workshop on Individual Differences in Ele- 
mentary and Secondary School Children” 
Sponsor of Course 
Special Education Department, National Cath- 
olic Educational Association 
Location of Course 
The Catholic University of America, Washing 
ton, D. C. 
Dates of Course 
June 10 to 21, 1955 
Course Content 


Lectures, seminars, films and field trips cover- 
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ing the following subjects: the mentally re- 
tarded, the socially maladjusted, remedial 
disturbed, mental 
health, testing, the cerebral palsied, child guid- 


reading, the emotionally 


ance, psychological diagnosis, administrative 
procedures, and other pertinent topics. 
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For further information contact 
Reverend William F. Jenks, C.SS.R. 
Director of the Special Education Department 
National Catholic Educational Association 
The Catholic University of America 
Washington 17, D.C. 


Increases in School Enrollment 
in Relation to Chapter Recruitment Activities 


The following regional analysis of APTA re- 
cruitment activities compared to the area’s school 
enrollment indicates that APTA recruitment en- 
deavors are beginning to pay off. A critical 
number of vacancies in physical therapy schools 
still exists, however, and there is a continued and 
urgent need for a vigorous recruitment program 
in every region. 

The statistics below are based on Chapter Re- 
cruitment Reports—-1953-1954. Several of these 
reports are incomplete in respect to recruitment 
activities, especially exhibits and public rela- 
tions; in a few other reports the breakdown of 
recruitment activities is inadequate for a detailed 
analysis. Additionally, many physical therapy 
schools supplemented chapter recruitment activi- 
ties during the report period and these schools’ 
activities are not included. 


In reviewing this analysis, recognition should 
be given to the highly productive recruitment 
activities of chapters whose members are widely 
separated geographically, and whose areas con- 
tain few towns and few schools. In many of these 
scattered-population areas much has been accom- 
plished in spite of unusual communication and 
transportation handicaps. Working virtually 
alone, these members have contributed their full 
share to our APTA recruitment program. 

Recognition should also be given to those 
enthusiastic and inspired individuals who have 
sparked their chapter's recruitment activities, 
providing sound evaluation and planning for 
their recruitment program and continued good 
leadership. Much credit should also be accorded 
those members who have been especially efficient 
and productive in recruitment at the local level. 


Regional Recruitment Activities (1953-54) 


1954-55 
No.of % Increase Schools Radio News Film Open 
Region Schools Enrollment Contacted Shows Items Exhibits Showings Houses 
New England 8 15% 1419 8 36 7 66 28 
(Me., N.H., Mass, R.L., 
Conn., and N.Y.) 
Eastern —-south of N.Y. 4 12% 1936 25 323 26 % 40 
(Pa., N.J.. Md., Del., D.C., 
Ky., Tenn., and Ala. 
No report — Fla.) 
No. Midwest 10 36% 2228 24 613 36 113 34 
(Ohio, Mich, Wis. N.D., 
S.D., Neb. IIL, Ind., Mo. 
Kans., and Minn. 
No report — lowa) 
So. Midwest 5 11% 344 19 7 31 35 ll 
(Okla. Ark., and Tex. 
No report Wiss.) 
Western 6 22% 494 31 39 4 59 30 
(N.M., Colo., Utah, Wash., 
Nev., and Calif. No report 
driz., Wyo. Mont. Idaho.) 
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New Student Members 


Stanford University 
Nancy J. Click 
M. Elizabeth Findley 
Daniel Gimbel 


Frances Graham 

Bebe Kobs 

H. Romayne Silbernagel 
Gladys Vizearra 


University of Buffalo 
Bryna Zeller 


University of Connecticut 


Joan Mokr 

John Morley 
Benedict Oakley 
Joseph Slivinsky 


Frankli Bowles 
Lucia A. Heeks 
Arlene Hendricks 
Maureen Jeffrey 
Stephanie Krenicki 
Sara Luria 


Margaret Swahn 
Douglas Watson 
Pamela Worssam 


University of Texas 


William McClain 
Mary H. Mickens 
Judith Pennebaker 


Betty Cain 
Bettye I. Farmer 
Linda Greathouse 


Now is the time to plan 
your recruitment program for 


National Hospital Week May 8-14 


Make sure that physical therapy has an oppor- 
tunity to present its story throughout your area 
during National Hospital Week. Here’s a check- 
list of recruitment procedures you'll want to start 
work on now. 


School programs 


Schedule talks on physical therapy at high school 
student assemblies. Use visual aids and distribute 
recruitment literature. 
your sound film Within Your Hands to 
PTA, civic, fraternal and church groups, 
youth clubs and health agencies. 

Schedule forums for high school junior 
and senior students. 

Schedule panel discussions with physical thera- 
pists and students participating . . . followed by a 
“question and answer” period. 


Show 


hools, 


careet 


Open house 


Plan an “open house” for your physical therapy 
department. Write to the principal and/or dean and 
counselor of the high schools in your area inviting 
them to attend and asking them to invite school 
students who might like to know more about career 
opportunities in physical therapy. Also invite par 
ents and other interested secondary school faculty 
and students. 

Let them see physical therapists at work and ob- 
serve demonstrations and classes in session. Give 
them an opportunity to discuss with qualified per 
sons the many and varied job opportunities for 
physical therapists. 
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School and Public 


Supply recruitment literature for exhibit and dis- 
tribution in every school library and every public 
library in your area. Work with the librarian, the 
guidance counselor and the principal in supplying 
materials and suggesting displays. 


Health Agency Displays and Exhibits 
Display your poster and literature in health agen- 


cies’ windows and interior exhibits. 


School Bulletin Boards 


Send two copies of our APTA brochure——“Physi- 
cal Therapy—a Service and a Career” to each school 
principal or vocational guidance counselor in your 
area. Ask them to post both the back and front 
sides of the brochure and also the poster. 


Libraries 


Distribute and Exhibit Literature 


Hand out and exhibit literature at every film show- 
ing and group meeting. Ask your Recruitment 
Chairman for a supply of recruitment materials and 
suggestions for productive recruitment technics or 
write the National Office. 


Double Check your May 
with your community's service events. 
your local chairman for 
Week (Girls’ Club of America, Ine.); Child 
Health Day (sponsored by the U. S. Children’s 
Bureau--contact your local health agencies) ; 
National Hospital Week; Goodwill Industries of 
America, Ine. handi- 
capped); and the Rheumatism 
Foundation. 


recruitment tie-ins 
Contact 
National Girls’ Club 


nation’s 
and 


(serving the 
Arthritis 


Specialized Scholarships 


Scholarships for training in the treatment of 
polio and other neuromuscular diseases in ac- 
cordance with the technic of the late Sister Kenny 
are being offered by the Sister Kenny Foundation, 

Details may be obtained by writing the Di- 
rector of Training, Sister Elizabeth Kenny Foun- 
dation, 2400 Foshay Tower, Minneapolis, Minne- 


sola. 


North Carolina Examination 
for Registration 


The State Examining Committee of Physical 
Therapists for the state of North Carolina an- 
nounces its next registration examination, which 
will be given on Friday, April 1, in Greensboro, 
North Any physical therapist inter- 
ested in practicing in the state of North Caro. 
lina. who is not yet registered in this area, should 
contact the secretary-treasurer of the Examining 
Committee, Margaret L. Moore, North Carolina 
Memorial Hospital, Chapel Hill, North Carolina, 


( arolina, 
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Walter M. Solomon, M.D. 


Dr. Solomon, past President of the American 
Congress of Physical Medicine and Rehabilita- 
tion and Lt. Colonel in the U. S. Army in the 
South Pacific during World War II, died in 
Cleveland December 30 of a brain tumor. 

Dr. Solomon was well known to and a friend of 
many physical therapists in Cleveland and those 
who with him in the South Pacific. 
Throughout his professional career, Dr. Solomon 
worked tirelessly for the development of physical 
medicine and rehabilitation. 


served 


He received many honors including the Bronze 
Star for service in the South Pacific, and a presi- 
dential citation for his work in rehabilitation in 
Chicago. He was editor of the Archives of 
Physical Medicine for many years, and more 
recently, was chairman of the Editorial Board. 


Dr. William S. Middleton 
New Medical Director of VA 


The retirement of Vice Admiral Joel T. Boone, 
(M.C.), U. S. Navy, Rtd., as Chief Medical Di- 
rector of the Veterans Administration was an- 
nounced by Harvey V. Higley, Administrator of 
Veterans Affairs. 

At the same time, Mr. Higley said Dr. William 
S. Middleton, Dean of the University of Wiscon- 
sin Medical School since 1935, would succeed 
Admiral Boone effective March 1, 1955. 

The position of Chief Medical Director in the 
VA entails responsibility for conduct of the big- 
gest medical program in the United States. The 
VA presently is operating 172 hospitals which 
care for nearly a half-million veteran-patients 
each year; provides daily domiciliary care for 
nearly 17,000 veterans, and operates 105 clinics 
serving more than 140,000 veterans each month. 

Admiral Boore, who has headed VA’s vast 
medical program since March 1, 1951, last June 
informed Mr. Higley of his desire to retire on or 
before the expiration of his four-year statutory 
term for reasons of health, and because of his 
desire to retire from public service to which he 
has devoted nearly 41 years of his life. 

Dr. Middleton, an overseas veteran of both 
World Wars, has been associated with the veterans 
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General News 


medical program in a variety of part-time consul- 
tive capacities dating back to 1922 when he 
served the United States Veterans Bureau as an 
attending specialist in tuberculosis. 

He was one of the original members of the 
VA Special Medical Advisory Group established 
by law soon after World War II to advise the 
VA Administrator and Chief Medical Director 
in regard to the care and treatment of disabled 
veterans. It was this group that was instrumen- 
tal in establishing the association between the 
VA and leading medical schools of the nation. 
At the present time, Dr. Middleton is a member 
of the national VA Medical Advisory Committee 
on Education, and chairman of the Dean’s Com- 
mittee affiliated with the Madison, Wisconsin, 
VA Hospital. 

Administrator Higley praised Admiral Boone’s 
four-year stewardship of the VA medical program 
as “outstanding” and as being “of the utmost 
value to the nation and its sick and disabled vet- 
The VA head said the agency was for- 
tunate in securing the services of Dr. Middleton, 
whom he described as “exceptionally well quali- 
fied to provide the kind of leadership that will 
insure a continuation of top quality medical care 
for eligible veterans.” 


erans.” 


Dr. Middleton, born in Norristown, Pennsyl- 
vania, January 7, 1890, received his medical de- 
gree from the University of Pennsylvania in L911. 
Following his internship at Philadelphia General 
Hospital, he joined the staff of the University of 
Wisconsin Medical School in 1912 as an instruc- 
tor of clinical medicine. He became an assistant 
professor in 1915, an associate professor in 1925, 
and Dean of the Medical School in 1935. He was 
the Galens visiting professor of medicine at the 
University of Michigan Medical School in 1940, 
and delivered the Ernest A. Sommer Memorial 
lectures at the University of Oregon Medical 
School in 1949, and the David J. Davis lectures 
at the University of Illinois in 1947. 

He was on active duty during World War | 
with the U. S. Army Medical Officers Reserve 
Corps from May 24, 1917, to March 4, 1919, 
serving with both the British and American Ex- 
peditionary Forces. He served with the U. S. 
Army Medical Corps during World War II from 
April 1942 to September 1945, and was the chief 
consultant for medicine in the European Theater 
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of Operations. He was discharged as a Colonel, 
a rank he still holds in an honorary capacity with 
the U.S. Army Reserve. At the present time he is 
a member of the advisory council to the Assistant 
Secretary of Defense for Health and Medical. 
For his war service he was awarded the Distin- 
guished Service Medal, the Legion of Merit, and 
the French Croix de Guerre with Palm. 


Dr. Middleton was given the Wisconsin State 
Medical Societv’s Council award in 1938, and 
holds an Alumni Award of Merit from the Uni- 
versity of Pennsylvania. He is a past-president 
of the American College of Physicians, the Cen- 
tral Society for Clinical Research, and the Amer- 
ican Association History of Medicine. He is an 
Honorary Fellow of the Royal Society of Medi- 
cine, and the Royal College of Physicians (Lon- 
don). He holds memberships in the American 
Medical Association; the American Association 
for the Advancement of Science; the Association 
of American Physicians; the American Society 
for Clinological Investigation; the American 
Clinical and Climatological Association; the So- 
ciety of U. S. Medical Consultants; the Society 
for Experimental Biology and Medicine; the Wis- 
consin Academy of Sciences, Arts and Letters, 
and the Milwaukee Academy of Medicine. 


“Stop Rheumatic Fever” Campaign 


Keyed to Control of Strep Infections 


A “Stop Rheumatic Fever” campaign is being 
launched throughout the United States in an 
effort to save lives and prevent damage to the 
hearts of thousands of children and young adults. 


Based on the control of streptococcal infec- 
tions, which may precipitate rheumatic fever, the 
drive is being conducted by the American Heart 
Association and its affiliates in conjunction with 
the National Heart Institute of the United States 
Public Health Service. 

Rheumatic fever causes more long-term crip- 
pling illness among youngsters between the ages 
of five and nineteen than any other malady and 
is second only to cancer among diseases causing 
death in that age group. In 1953, Public Health 
Service statistics show, rheumatic fever and rheu- 
matic heart resulted in 21,000 deaths 
among children and adults. 


disease 


Announcing the opening of the nationwide 
drive, Dr. E. Cowles Andrus, “‘resident of the 
American Heart Association declared: 

“Medical science now has the weapons to fore- 
stall both initial rheumatic fever attacks and 
recurrences through the use of penicillin and 


Tue Puysica, THerary Review 


203 


other antibiotics in the treatment and prevention 
of ‘strep’ infections which usually precede rheu- 
matic fever.” 

Latest medical knowledge places emphasis on 
two points in combating rheumatic fever, Dr. 
Andrus noted. They are: 

1. To prevent initial attacks of rheumatic fever, 
the streptococci must be eliminated from the 
throat rather than merely suppressed. 

2. To prevent recurrences, which increase the 
threat of heart damage, prophylaxis against 
“strep” infections should be continued through- 
out life, and through all seasons of the year. 


“With the weapons and knowledge now avail- 
able,” Dr. Andrus said, “rheumatic fever can be 
made a rare disease provided that the medical 
profession can obtain the full and intelligent 
cooperation of parents, teachers, nurses, and so- 
cial workers. To bring the general public knowl- 
edge of the role it can and must play in stopping 
rheumatic fever, we plan to make use of films, 
booklets, lectures, discussion groups and every 
other medium of education. In this way the pub- 
lic will be alerted to the signs and symptoms of 
‘strep’ infections and to the urgency of obtaining 
prompt medical attention for scarlet fever, middle 
ear infections, and particularly ‘strep’ sore 
throat.” 

In commenting on the Public Health Service's 
participation in the “Stop Rheumatic Fever” 
drive, Dr. Leonard A. Scheele, Surgeon General, 
declared: 

“Preventing rheumatic fever can save many 
more lives and prevent or minimize much more 
heart damage and disability than is now being 
done, although there are now underway in a 
number of communities significant efforts in this 
direction. Many thousands of new cases of rheu- 
matic fever still occur each year, and there are 
many more thousands of ‘old’ cases. An intensi- 
fied campaign can markedly change this picture 
and forestall much untimely death and suffering. 
Here is a very real and great public health oppor- 
tunity.” 

To assist in the development of community 
“Stop Rheumatic Fever” programs, the Ameri- 
can Heart Association and the National Heart 
Institute are making available through local heart 
associations and health departments a variety of 
educational materials for the general public. At 
the same time, the Heart Association is sending di- 
rectly to more than 100,000 physicians through- 
out the country a statement which incorporates 
the latest medical information on technics of pre- 
vention of rheumatic fever through control of 
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The statement, which 
was prepared by the Committee on Prevention 
of the Association’s Council on Rheumatic Fever 
and Congenital Heart Disease, is being published 
in the February issue of “Circulation,” the Asso- 
ciation’s monthly medical journal, in the Public 
Health Service journal, “Public Health Reports,” 
and in other professional publications. The Pub- 
lic Health Service is sending the statement to 
1,500 state and local health officers. 


streptococcal infections. 


Public Educational Materials 


Included in the “Stop Rheumatic Fever” edu- 
cational materials for the general public are the 
following: 

“Stop Rheumatic Fever,” a 12'44-minute, 16mm 
animated film on rheumatic fever prevention, 
produced by Transfilm, Inc. for the National 
Heart Institute with the cooperation of the 
American Heart Association. 

A new booklet for adults, “Stop Rheumatic 
Fever,” summarizing the film content and illus- 
trated with stills fron: the film. The booklet tells 
about streptococcal infections and what to do 
about them to prevent rheumatic fever and rheu- 
matic heart disease. 

\ discussion guide to aid users of the film and 
other educational material in arranging programs 
for parents, and community health 
meetings. 

“Now You Can Protect Your Child Against 
Rheumatic Fever,” a pamphlet which features a 
chart advising on “when to call the doctor and 
what to tell him about your child’s sore throat.” 

“What You Should Know About Rheumatic 
Fever,” a question-and-answer leaflet for the gen- 
eral public presenting background information 
on rheumatic fever. 


teachers, 


Repeat Attacks Increase Heart Danger 


In addition to stressing the importance of 
prompt treatment of streptococcal infections to 
prevent initial attacks of rheumatic fever, the 
educational materials place emphasis on the re- 
current nature of rheumatic fever and on the im- 
portance of making every effort to safeguard 
persons with rheumatic fever histories from strep- 
tococeal infection. For such persons the danger 
of a rheumatic fever attack is many times greater 
than for someone who has never had the disease, 
and each new rheumatic fever attack greatly in- 
creases the danger of heart damage. 

Recommended technics of prevention and treat- 
ment of both initial and “repeater” attacks of 
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rheumatic fever are fully presented in the medical 
statement which is entitled, “Prevention of Rheu- 
matic Fever and Bacterial Endocarditis through 
Control of Streptococcal Infections.” This is a 
revision of the original prevention statement 
issued by the Committee on Prevention in Janu- 
ary, 1953, and incorporates important advances 
in knowledge in the field during the past two 
years, advances made despite the fact that the 
mechanism by which streptococcal infections lead 
to rheumatic fever is not yet known. 

To achieve the goal of eliminating all strepto- 
cocci from the throat, vital to the prevention of 
initial attacks, the statement recommends that 
dosages of penicillin and other antibiotics be 
adequate to assure effective action against the 
streptococci for ten days even where the infection 
is apparently “cured” in a day or two. Advocated 
for the first time is use of long acting intramuscu- 
lar benzathine penicillin G both for long-term 
prophylaxis in the prevention of recurrences and 
as one method of treatment for acute streptococcal 
infections, 

The prevention statement for physicians and 
the “Stop Rheumatic Fever” educational materi- 
als are available from local heart associations 
and health departments as well as from the Amer- 
ican Heart Association, 44 East 23rd Street, 
New York 10, N. Y., and the Heart Information 
Center, National Heart Institute, U. S. Public 
Health Service, Bethesda 14, Maryland, 


Abdominal Fascial Transplants 


The book, Abdominal Fascial Transplants, by 
Charles L. Lowman, M.D., reviewed in this issue 
of the Review, can be obtained only from Fowler 
Bros., 414 West 6th Street, Los Angeles. 


THE NATIONAL SOCIETY FOR 
CRIPPLED CHILOREN AND ADULTS, INC. 
11 S. LASALLE STREET, CHICAGO 3, TLL. 
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Physical Therapy Programs—1I955 


Approvep BY THE CounciL oN Mepicat Epucation Hosprrats 
OF THE AMERICAN MEDICAL AssociATION 


DEGREE and CERTIFICATE PROGRAMS—Information on specific entrance requirements should be 
obtained from the schools listed below. Schools offering a degree will accept high school graduates for 
the four year program jeading to a baccalaureate degree, as well as transfer students. A certificate pro- 
gram is a concentrated course of study offered to those who have completed all or most of their under- 
graduate work before declaring a major in physical therapy. Graduates of either the degree or certificate 


programs are equally qualified. 


Degree 
Program Program 


Certi}- 
icate 


California 


School of Physical Therapy 

Childrens Hospital Society 

(Univ. of California at Los Angeles) 
4614 Sunset Boulevard 

Los Angeles 27 


School of Physical Therap 
College of Medical ons 
White Memorial Hospital 
Boyle and Michigan Avenues 
Los Angeles 33 


Department of Physical Therapy 
University of Southern California 
University Park 

Los Angeles 7 


Curriculum in Physical Therapy 
School of Medicine 

University of California 

3rd and Parnassus 


San Francisco 22 


ivision of Physical Therapy 
Stanford University 
Stanford 


Colorado 


School of Physical Therapy 
School of Medicine 
University of Colorado 
4200 East 9th Avenue 
Denver 7 


Connecticut 


School of Physical Therapy 
University of Connecticut 
Rox U 101 

Storrs 


Iinois 


Course in Physical Thera t 
Northwestern University Medical School 
303 East Chicago Avenue 

Chicago 11 


Degree 


Program 


Department of Physical Therapy 
State University of lowa 
University Hospitals 

lowa City 


Section of Physical Therapy 
University of Kansas Medical Center 
39th and Rainbow Boulevard 
Kansas City 3 


Louisiana 


School of Physical Therapy 
Charity Hospital of Louisiana 
1532 Tulane Avenue 

New Orleans 12 


Massachusetts 


Department of Physical Therapy t 
Boston University 

Sargent College of Physical Education 
6 Everett Street 

Cambridge 38 


*Course in Physical Therapy 
Bouve-Boston School 

Tufts College 

Medford 55 


* Program in Physical Therapy 
Simmons College 

The Fenway 

Boston 


Michigan 


Curriculum in Physical Therapy 
University of Michigan 

1313 East Ann Street 

Ann Arbor 


* Accepts women students only. 


Certi}- 
Program 
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Certif- 
Degree icate 
Program Program Program Program 


Minnesota Pennsylvania 


School of Physical Therapy School of Auriiary Medical Services" 
102 110 Avenue, 5.W. University of Pennsylvania 
Rochester 1818 Lombard Street 

Philadelphia 46 
Course in Physical Therapy Division of Physical Therapy t 
860 Mayo Memorial The D. T. Watson School of Physiatrics 
University of Minnesota (In affiliation with the University of 
Minneapolis 14 Pittsburgh) 

Sunny Hill 

Leetsdale 


Puerto Rico 
Division of Health and Hospital 
Services School of Physical and Occupational 
St. Louis University Therapy 
1325 South Grand Boulevard Commonwealth of Puerto Rico 
St. Louis 4 State Insurance Fund 


Department of Physical Therapy Sea Juen, PR. 
School of Medicine Texas 
Washington University 
660 South Kingshighway Grady Vaughn School of Physical 
St. Louis 10 Therapy 

Baylor Ur’ versity 

University Hospital 

New York Dallas 
erm Se ° i r 

*School of Physical Therapy Hermann School of Physical Therapy 


Hermann Hospital 
Albany Hospital ( Russell Sage College) 1203 Ross Sterling Avenue 
New Scotland Avenue 


Houston 5 
aneny © Division of Physical Therapy 
Courses for Physical Therapists University of Texas 
Columbia University School of Medicine 
College of Physicians and Surgeons Galveston 
630 West 168th Street 
New York 32 


Missouri 


Virginia 


Physical Therapy Division t School of Physical Thera 

School of Education, New York University Baruch Center of Physical Medicine 
Washington Square East and Rehabilitation 

New York 3 Medical College of Virginia 


Program in Physical Therapy ry d Street 


University of Buffalo 
Main S 
Buflalo Wisconsin 


Course in Therapy t 
Medical S , Uni it i si 
Merth Caroling niversity of Wisconsin 
Physical Therapy Course 
School of Medicine | & Army Medical Service 


Duke University 
Durham Physical Therapy Course 


Medical Field Service School 
Brooke Army Medical Center, 
Ohio Fort Sam Houston, Texas and 
Brooke, Letterman and Walter Reed 
Course in Physical Therapy Army Hospitals 
Frank E. Bunts Ed. Inst. Write to: The Surgeon General 
Cleveland Clinie Hospital Department of the Army 
2020 East 93rd Street Washington 25, D. C. 
Cleveland 6 Att: Personnel Division 


*Accepts women students only. 


Please direct all inquiries regarding tuition, entrance requirements and other specific 
information to the school and not to the American Physical Therapy Association. 
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Abstracts 


Survival and Rehabilitation After 
Coronary Occlusion 


A. M. Master, H. L. Jaffe, E. M. 
Teich and L. Brinberg, J. A. M. A.., 
156:1552-1556, December 25, 1954. 


The authors have followed 500 
patients who had survived coronary 
occlusions from 1 to 29 years. Over 
two-fifths of the patients made a 
complete functional recovery and a 
similar number suffered only mild 
symptoms after the acute attack. 
One out of every 5 survived for more 
than 10 years and over half of the 
patients had already lived more than 
5 years after the attack. Death, when 
it occurred in this group was gen- 
erally due to a secondary coronary 
or to congestive failure. 

The most reliable gauge of recov- 
ery after coronary occlusion is the 
absence of cardiac symptoms re- 
gardless of objective findings. Many 
patients who had complete recovery 
showed enlarged hearts, electrocardi- 
ographic changes, and often ventric- 
ular aneurysm. The site of the in- 
farction does not affect the prog- 
nosis. The outlook is better in 
younger patients. 

It appears that 75 to 85 per cent 
of the patients who survive an acute 
coronary occlusion are able to per- 
form gainful work. The period of 
fear and anxiety immediately fol- 
lowing such an attack should be 
offset by the physician as much as 
possible by the earliest feasible chair 
treatment and by early resumption 
of gainful employment. Fear of fi- 
nancial and physical dependence 
plays as much psychological havoc 
with these patients as does the heart 
condition. Subsequent coronary oc- 
clusions were not found to develop 
more in the group who returned to 
work than in the group who had re- 
tired. Vocational guidance and se- 
lective job placement are essential 
in these cases and require the co- 
operation of local medical societies, 
industry, and social and government 
agencies. Some states have aided 
these programs through second in- 
jury laws which offer the employer 
an equitable adjustment of the lia- 
bility he assumes when hiring a dis- 
abled worker. 

The reason for the present im- 
proved outlook for patients after 
coronary occlusion lies in the more 
accurate and earlier diagnoses. 
Milder and more atypical cases are 
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detected and earlier treatment leads 
to a more complete recovery. 
Treatment includes low calorie 
diets for the first week or two, cor- 
rect administration of drugs, and 
judicial use of anticoagulants. 


Juvenile Rheumatoid Arthritis 


G. W. Raleigh, H. R. Kobes, Am. 
Practit. & Dic. or Treatment, 5: 
954-957, December 1954. 


Following the wave of immoderate 
enthusiasm, overuse, and abuse of 
steriod therapy for rheumatoid arth 
ritis, there has now been a period of 
reactive depression and pessimism 
regarding these drugs. Reasons for 
the current pessimism may be found 
in the failure of the steroids to cure 
rheumatoid arthritis, the improper 
selection of patients, and the im- 
proper use of the hormones. The 
proper role of ACTH and Com- 
pounds E and F in the armamentari- 
um of therapeutics remains to be 
seen. 

Rheumatoid arthritis is an innate 
disorder of mesodermal reaction, 
only partially influenced by drugs. 
This mesodermal reactive mechan- 
ism, conditioned by heredity and 
previous experience and supported 
by the basic metabolic processes, is 
normally adjusted quantitatively and 
qualitatively to the action of any 
deleterious agent or process. It ap- 
pears that the role of the steroid 
hormones is to both qualitatively 
“appropriatize” and quantitatively 
suppress the inflammatory reactions 
while awaiting a spontaneous re- 
mission of the mesodermal malre- 
action. 

An obvious corollary is that con- 
tractures, joint adhesions, ankyloses, 
and deformities must be prevented 
by physical therapy measures, this 
being made possible by the influ- 
ence of steroid hormones on the in- 
flammatory reaction. Based on these 
considerations, a successful program 
has been outlined at the Evanston 
Hospital in Illinois. Extensive bed 
rest, rigid splinting and similar pro- 
cedures are not employed. The key- 
note is early and progressive activ- 
ity within the limits of tolerance in 
order to preserve normal motion and 
lines of skeletal stress. Details of the 
program are presented in outline 
form in this paper as well as steroid 
hormone dosage suggestions. 

Under all methods of treatment, 
the cost of care for the rheumatoid 
arthritic is high and beyond the 
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reach of most families. This un- 
doubtedly leads to inconsistent care 
when using the family resources 
alone. In Illinois, the Division of 
Services for Crippled Children has 
entered the program with promise 
of good results. Team work is es- 
sential to carry through the best 
possible medical program for chil- 
dren with rheumatoid arthritis. 
Many resources are available, and 
when there is skillful interplay 
among them, success can be effected. 


Advice to the Medical Witness. 


W. L. Gilbert, J. A. M. A., 156:1311- 
1313, December 4, 1954. 


The professional medical person, 
when called upon to testify in a liti- 
gated case, is considered an expert 
witness and as such gives testimony 
which includes conclusions ard 
opinions. 

After preliminary complaints are 
filed and answered, trial is set which 
may be with or without a jury. The 
majority of cases are tried before 
both judge and jury and since it is 
the jury which finds the facts it is 
the juror who must be impressed. 
The juror may have the attitude that 
the expert witness is trying to per 
suade him and while he will be re 
ceptive to such testimony, he will 
also be highly critical. On cross ex- 
amination the psychological atmos- 
phere set up by the opponent's at- 
torney may be unpleasant but should 
be accepted graciously with no show 
of resentment. 

While giving testimony speak 
clearly, plainly, and understandably. 
Explain your findings in words of 
one syllable, in plain English: do 
not be arrogant or speak down to 
the jury. If you are an expert in one 
branch of medicine do not hesitate 
to say you are not an expert in an 
other field. Do not permit yourself 
to get hot under the collar because 
of a sarcastic or clever lawyer. A 
little wit will go a long way but do 
not overdo. Never argue with a law- 
yer or a judge for something said 
in anger may be regretted later. 

A court trial is not a scientific pro- 
ceeding and the medical witness will 
only be allowed to testify to the is- 
made by the charges of the 
complaint that are denied in the de- 
fendant’s answer. Thus, the inquiry 
in court is highly restricted and 
limited in The expert may 
feel a question has direct bearing 
on the case and should be answered 
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but by the rules of exclusion an 
objection may be sustained as im- 
material to the issues before the 
court, 

The physician is held in high o- 
teem in a community and he shouid 
carry into court with him the refined 
dignity, professional integrity and 
intellectual firmness that make him 
a gentleman and a good witness. 


Slipping of Upper Femoral 
Epiphysis 


Carl Mosse, Ancu. or Peptarnics, 
71:305-313, October 1954. 


It is stated that the term “slipped 
epiphysis” is a misnomer as the 
epiphysis does not slip but retains 
aporoximately the same position in 
the acetabulum, while the neck and 
the shaft of the femur rotate ex- 
ternally and ride upward. The dis- 
ease is described as to age, sex and 
type of child usually developing the 

isease. 

It is suggested that the endocrine 
factor may be important in the eti- 
ology of the disease. The onset of the 
disease is just before or during ado- 
lescence and is frequently observed 
in the child. A mechanical 
and/or traumatic etiology is also 
suggested. The weight curve reaches 
its greatest relative height during 
the adolescent period, and the in 
clination of the epiphyseal line is 
increased during this period. Other 
authors stress the possibility of an 
infectious etiology. 
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A detailed case report is given to 
illustrate the typical onset of the 
disease. External rotation of the 
thigh, as the hip is passively flexed 
through its arc of motion, is the 
most reliable sign in the diagnosis 
of slipped epiphysis. The diagnosis 
ean be confirmed only by x ray and 
this is possible through various 
phases of the disease. The recogni- 
tion of the disease in its early stages 
is of great importance as the treat- 
ment is much severe. If the 
epiphysis has slipped only slightly, a 
fixation in this position may prevent 
further slipping and tide over to the 
time when spontaneous fusion be- 
tween epiphysis and metaphysis 
must happen with the end of ado- 
lescence. 
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The early diagnosis of “slipped 
epiphysis” apparently is often 
missed. It is the aim of this paper 
to help the pediatrician to suspect 
and recognize early stages of slip- 
ping of the upper femoral epiphysis. 
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Spinal Cord Dysfunction from 
Cervical Intervertebral Disk Dis- 


ease. 


W. Eugene Stern and Robert W. 
Rand, Nevurotocy, 4:883-893, De- 
cember 1954. 


The syndromes of unilateral cervi- 
eal radiculitis resulting from annu- 
lar protrusion and nuclear extrusion 
from the intervertebral disk are 
easily recognized and need little em- 
phasis. However, in the case of mid- 
line cervical cord compression from 
intervertebral disk disease, the story 
is different. The localizing values of 
radiculitis are missing, and recog- 
nition of the location of the disease 
process is frequently difficult. 

Five clinical case studies are re- 
viewed as a basis for an analysis of 
the clinical aspects in the midline 
protrusion. These demonstrate varied 
sensory alterations: sharp sensory 
dissociations, the sparing of Jarge 
segments of the trunk, unusual 
cervical root distributions, sensory 
alterations in dermatomes lying seg- 
mentally above the site of cord com- 
pression, and the perversion of ther- 
mal or pain stimuli. The mechan- 
isms whereby all these varied 
changes may occur are not fully 
understood, but many concepts are 
discussed which could explain these 
variations. 

It is suggested that once the 
cervical area of the spinal cord is 
suspected as the site of disease, the 
sensory patterns must not be given 
too much emphasis in determining 
the nature of the cervical cord 
disease. 


Return of Motor Function in 
Hemiplegia 


Charles Van Buskirk, Neuro.ocy, 
4:919-928, December 1954. 


There have been numerous con- 
tributions regarding the rehabilita- 
tion of the hemiplegic, but there is 
very little exact information avail- 
able concerning the return of volun- 
tary motor function in man following 
hemiplegia. This paper deals with 
restitution of function in hemiplegia 
as it is related to the learning of 
motor activity. 

Thirty-nine patients with some de- 
gree of hemiparesis due to upper 
motor neuron lesion and 5 normal 
subjects participated in this study. 
Measurements of specific motor ac- 
tivities were obtained: rates of finger 
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tapping, alternate pronation aid su- 
pination motion’s of the forearm, 
alternate flexion and extension of 
the elbow, and a single flexion mo- 
tion of the elbow. Recordings were 
made daily for five consecutive days 
of each week and the five to eight 
weekly averages were used to con- 
struct performance curves. These 
curves could be classified into three 
special types--those which revealed 
improvement in performance, those 
which revealed little change, and 
those which exhibited diminished 
performance. 

Data from these curves give many 
facts pertinent to the return of 
motor function. The results reveal 
that, although dexterity is decreased 
on the paretic side, the ability to 
learn remained equal to that of the 
nonparetic side. Learning on both 
the paretic and nonparetic sides is 
more satisfactory during the first 
two months after injury. Where the 
disability has been present longer, 
there is less likelihood of learning 
occurring. Restitution of function 
following cerebral injury occurs 
chiefly in the first two months and 
appears to be a sponianeous process, 

The discussions of these facts with 
references to papers by Franz, Jacob- 
sen, Twitchell, Lashley and many 
others, are very interesting from 
the treatment standpoint. The pos- 
sible processes invelved in the resti- 
tution of function following brain 
damage are also discussed. 


Conservative Nonoperative Treat- 
ment of Lumbar Disk Lesions. 


Warren White, Postcrapuate Mept- 
CINE, 16:458-491, December 1954. 


This article from the Straub Clinic 
in Honolulu discusses the rationale 
and details of conservative or non- 
operative therapy of root pressure 
symptoms resulting from the poste- 
rior extrusion of degenerated inter- 
vertebral disk material. It is written 
to give a few important points to 
substantiate a conservative 
treatment of a problem which has 
been present ever since man first 
assumed the erect position. To help 
one understand why nonsurgical pro- 
grams are justified, Dr. White states 
a corollary to Wolff's law: All physi- 
ologically nonfunctioning tissue in 
the body tends to become ultimately 
absorbed. In this case there is ab- 
sorption of the prolapsed portion of 
the disk, therefore its symptoms tend 
to disappear. In addition to this, 


more 


Vol. 35, No. 4 


there always is a spontaneous at- 
tempt at limitation of motion be- 
tween the vertebra. The osteoarth- 
ritic spurs also act as internal 
splints, semetimes progressing to 
complete ankylosis. 

The suggested conservative treat- 
ment consists of restricted activity, 
posture, and simple back exercises, 
supports, and traction. The alternate 
traction and release of the “Tracto- 
lator” is mentioned as sometimes 
being more effective than is straight 
continuous traction. 

The disadvantages of this conserv- 
ative form of treatment are: (1) the 
usual assurance of a cure cannot 
be given; (2) the longer period of 
time is required for recovery; and 
(3) more cooperation and patience 
are required from the patient. 


Sit-Walking. 


A. Rothberg, So. Arnican J. Puysi- 
OTHERAPY, 8:3-5, October 1954. 


Patients who are on a long-term 
rehabilitation program often go 
through a prolonged waiting period 
before they are able to be ambula- 
tory. Many of these patients have 
done extremely well on lead-up pro 
grams of exercise but still lack suffi- 
cient strength, or the site of the 
lesion prevents them from being 
ambulatory even with aids. This 
article describes the apparatus and 
indications for a program of sit- 
walking. 

The equipment consists of a con- 
ventional walker with a seating ar- 
rangement placed in it at adjustable 
heights from the floor. The object 
of the device is to teach the patient 
to perform motions of the lower ex- 
tremities which nearly approach ac- 
tual walking. It aids in timing and 
coordination and can be graduated 
from small forward and backward 
movements to fairly long strides. It 
has good carry-over value from pre- 
vious exercises on the bed to motion 
in the upright position. If the pa- 
tient has difficulty in lifting his legs 
so that his feet clear the floor, addi- 
tional help can be given in the form 
of elastic slings placed around the 
thighs and supported from a cross 
bar placed over the top rails of the 
walker. 

Exercise in the sit-walker pro- 
gresses from “marking-time” to 
simple and more complex forms of 
self-propulsion. The special prob- 
lem of spasticity in hemiplegics as 
a limiting factor is discussed. Sit- 
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walking is a valuable psychothera- 
peutic aid when morale is low and 
also as a new and untried challange 
when bed and mat exercises become 
dull and routine. 


The Adult Cerebral Palsied in 
Need of Custodial Care. 


Mary E. Callahan, Brit. J. Puys. 
Mep., 17:270-274, December 1954. 


This article describes briefly the 
present status of the adult cerebral 
palsied and makes recommendations 
for the improvement of this status 
What happens to the handicapped 
person when his parents are gone? 
What happens when death sepa 
rates the family, especially when the 
wage-earner is gone? What provi 
sions are there for the adult with 
little or no mental impairment whose 
educational achievement and voca 
tional potentialities may be limited 
only by severe physical disability? 
Much is now being accomplished by 
legislation for the handicapped per- 
but only for those under 21 
years of age. There is great need 
for a realistic education and train- 
ing which would prepare the indi- 
vidual to do some kind of useful 
work. Linn W. Curtis, Vocational 
Supervisor for United Cerebral 
Palsy, has conducted a pilot pro 
gram to discover if the cerebral pal- 
sied could be placed in a useful 
occupation, and secondly, to learn 
the technics for accomplishing this 
goal. 


son, 


The author suggests several proce- 
dures to improve the status of the 
handicapped adult. (1) We should 
do all we can to further state and 
federal assistance to all cerebral 
palsied persons and for as long as 
may be necessary to make them as 
self-sufficient as their condition al- 
lows. (2) All present services should 
be studied and cooperative agree 
ments between existing facilities 
completed and integrated. (3) It 
is suggested that more rural com- 
munities become active in planning 
for the maximum rehabilitation of 
these handicapped persons. (4) We 
should strive for an improvement of 
home nursing services. There must 
be continued community understand- 
ing and cooperation through promo- 
tion of public education. (5) Fi- 
nally, the author suggests that in- 
surance companies could devise a 
plan whereby a parent could pay 
premiums to provide an income for 
the patient at a certain age. 
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Role of Physical Medicine in 
Relief of Certain Pain Mecha- 
nisms of Shoulder. 


Allen S. Russek, J.A.M.A., 
1575-1577, December 25, 1954. 


156: 


Approximately 75 per cent of all 
painful shoulder problems are 
caused by two groups of conditions, 
In the first group are pains caused 
by gravitational or postural stress. 
The pain here is functional, mechan- 
ical and reflex in nature, the type 
commonly found being the 
syndrome. This pain 
may follow any of several radiating 
patterns or may be at the shoulder 
alone. Symptoms are due to a 
changed relationship between seap- 
ula and the underlying thoracic cage 
as a result of prolonged tension in 
poor postural positions Gleno- 
humeral motion is normal while 
scapulohumeral rhythm is impaired 
by spasm. Trigger points are often 
found along the vertebral border of 
the scapula. There is no peripheral 
involvement. Myositis and 
fibrositis are often misdiagnosed as 
primary causes of pain when actu. 
ally they are but secondary changes 
to a chronic scapulocostal syndrome 
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accompanied by spasm, tenderness, 
and inelasticity. Heat, massage, and 
drugs have only temporary effects 
Effective treatment includes infiltra- 
tion of the trigger points with pro- 
caine hydrochloride for the relief of 
local and reflex pain. Stretching and 
head traction are useful. The major 
factor, however, is the relief of the 
persistent postural pull of the mus 
cles which can be alleviated by pos- 
tural exercises and arousing in the 
patient a constant awareness of his 
posture in walking, working, and 
sleeping. 

The group of painful 
shoulder conditions are sequelae of 
specific diseases. The pain is 
ciated with loss of motion in the 
glenohumeral joint which may fol 
low acute bursitis, fracture, arthri- 
tis, or disuse from a variety of 
causes. In cases like this where the 
pain’ mechanism is mechanical, 
physical medicine alone is effective 
for relief of pain and correction of 
the functional impairment. Dia 
thermy, hot packs, infra-red, mas- 
sage and passive exercise have all 
proved beneficial. Active movements 
should not be carried out beyond the 
point of pain. If trigger points are 
found they should be infiltrated be- 
fore treatment. Preventive therapy 
can be employed after specific patho- 
logical conditions are found when 
the primary process is under control 
by using Codman's and other pen- 
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dulum exercises to draw the arm 
away from the trunk without volun- 
tary effort. This does not prevent 
adhesions in the periarticular tissues 
but does prevent them between fixed 
points and thus decreases the dis- 
ability. 


The Role of Physical Medicine 
in the Tubereulous Thoracic 
Surgical Patient. 


\Josling, J. Micu. Stare 
%3:1231-1234, November 1954. 


During the presurgical stage of 
hospitalization, evaluation, and in- 
struction by the physical medicine 
service is an important phase of ori- 
entation for the thoracic surgery pa- 
tient. instructions by the physical 
therapist for several days prior to 
surgery are necessary to develop an 
understanding with the patient as 
to what can be done pre- and post- 
operatively to achieve best results. 
The patient is instructed in bed 
positioning, body mechanics, and 
mobility exercises as well as the 
need for his cooperation in this pro 
gram. The program may be a long 
range one since the limiting factor is 
the disease itself. 

After thoracoplasty a number of 
anatomical and functional patterns 
are altered including head balance, 
deformity of the chest, shoulder 
function impairment and lateral de- 
viation of the spine. These may be 
aggravated by the uninvolved and 
therefore unopposed pull of the up- 
per trapezius, the pectorals, and the 
levator scapulae. These muscles tend 
to produce an elevation and anterior 
displacement of the shoulder which 
may be a protective splinting mech- 
anism. Postsurgically, proper bed 
positioning is repeatedly emphasized 
and the physical therapist initiates 
shoulder motion as soon as possible. 
When feasible, ambulation is begun 
before a long length of mirror with 
emphasis on good body mechanics 
and normal shoulder function. 
Treatment for thoracotomy patients 
is essentially the same but the post- 
surgical anatomic considerations are 
different. The physical therapist 
must be aware of all contraindica 
tions to daily treatment. 

When selected therapeutic exer- 
cises and procedures are adminis- 
tered properly, they do not interfere 
with collapse therapy, do not in- 
crease the excursion of the expanded 
lung, nor result in any untoward re 
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action in the patient. The patient 
derives much satisfaction from ap- 
proximating normal function and 
cosmetic appearance following his 
otherwise traumatic experience. 


An Analysis of 2811 Chest Casu- 
alties of the Korean Conflict. 


Lt. Col. A. R. Valle, Dis. or Cuest, 
26 :623-633, December 1954. 


This study ineluded only those 
patients who suffered injuries to the 
intrathoracic viscera and not those 
with only superficial wounds of the 
chest. These patients were all treated 
at Tokyo Army Hospital between 
the beginning of the war and M»~ch 
1953. 

The most frequent complication 
of intrathoracic wounds was hemo- 
thorax with or without associated 
pneumothorax. This condition was 
treated by sim le thoracentesis with- 
out air replacement, and antibiotics. 
Decorticat'on was the established 
method of treatment for those pa- 
tients who had clotted hemothoraces. 

It was the policy at Tokyo Army 
Hospital to remove only those for- 
eign bodies which exceeded 1.5 cm. 
in their greatest diameter unless 
they were in such a location as 
to be regarded as dangerous to 
the patient. It was found that 
many cases with thoraco-abdominal 
wounds involving the upper ab- 
domen could be handled adequately 
through the thoracotomy. A _ large 
number of these chest patients suf- 
fered nerve injuries and/or ortho- 
pedic injuries along with their chest 
wounds. 

The prime factor in the treatment 
of chest casualties was the restora- 
tion of normal cardiorespiratory 
physiology as soon as practicable. 
All surgery on these patients was 
to help restore normal function. It 
was the feeling of the author that 
physical therapy was an important 
adjunct in decreasing mrbidity. If 
possible, it was started on the third 
postoperative day. The patients be- 
gan with breathing exercises and 
blowing into bottles. They were also 
started on passive and active exer- 
cise of the shoulder and arm of the 
operated side. Patients were hos- 
pitalized from three to six weeks. 
Then those patients who were con- 
sidered candidates to return to duty 
were sent to Camp King, a convales- 
cent and reconditioning center. This 
camp was operated under medical 
supervision and the amount of ac- 
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tivity was gradually increased to 
combat peak. 

It was assumed that the initial 
mortality rate in thoracic wounds 
must be high, but the delayed mor- 
tality appeared to be lower than 
might be expected. Among the 
many stated factors contributing to 
this were the benefit of the experi- 
ence of the chest surgeons of World 
War II and the new Mobile Army 
Surgical Hospitals which could do 
major surgery just a few miles from 
the front lines. It was also interest- 
ing to note that protective vests were 
introduced late in the Korean war. 


Action Potential Parameters in 
Normal Human Muscle and their 
Physiological Determinants. 


Fritz Buchthal, P. Pinelli and P. 
Rosenfalck Acta Puysiot. Scan- 
DINAV., 32:219-229, 1954. 


Two consecutive papers, both 
from the Institute of Neurophysi- 
ology, University of Copenhagen, 
appear in this journal. The first one, 
by two of the same authors, deals 
with the duration, amplitude, and 
shape of muscle action potentials 
and their dependence on physical 
variables. This paper concerns the 
influence of some physiological fac- 
tors on the same mean values. The 
effects of age, temperature, degree 
of contraction, and fatigue have 
been studied. 

The influence of age was studied 
on the brachial biceps of 130 sub- 
jects between 1 and 85 years of 
age. The other physiological vari- 
ables were examined on the brachial 
biceps of 10 normal subjects 20 to 
22 years of age. In experiments with 
varying intramuscular temperature, 
the brachial biceps was cooled by 
two ice-bags, applied to the volar 
surface of the upper arm. It was 
adjusted to standard temperatures 
by applying a heating pad to the 
upper arm. The muscle action po- 
tentials were led off simultaneously 
from three regions of the same mus- 
cle with three electrodes each con- 
nected to an amplifier and an oscil- 
loscope. The mean value of dura- 
tion and amplitude for each muscle 
was determined from potentials led 
off from twenty to forty different 
points. It was found that the mean 
action potential duration increased 
continuously with age, but the mean 
amplitude was independent of age. 
With decreasing intramuscular tem- 
perature the mean duration in- 
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creased; the mean amplitude 
decreased. The number of poly- 
phasic potentials increased as much 
as tenfold with a 10 degree decrease 
in temperature. Fatigue did not 
effect the mean action potential dur- 
ation or amplitude; however, again 
the number of polyphasic potentials 
increased. Successively recruited ac- 
tion potentials had the same mean 
duration while the mean amplitude 
of the secondly recruited potentials 
exceeded that of the first by 50 to 
200 per cent. A discussion of these 
results with reference to previous 
studies is included. 


Centers: Plan- 
ininistration, Personnel, 


Rehabilitation 
ning, Ad 
Finance. 


Ralph E. Worden, J.A.M.A., 
1483-1486, December 18, 1954, 


156: 


There are only a very few reha- 
bilitation centers in the United 
States with services which are ade- 
quately developed to meet standards 
set up by the National Conference 
on Rehabilitation Centers. A review 
of the statistics on the number of 
disabled persons who could bene- 
fit from rehabilitative procedures 
reaches into the millions indicating 
the urgent need for more rehabilita- 
tion facilities. 

It is unrealistic to think in terms 
of identical planning for all reha- 
bilitation centers. Three basic ques- 
tions should be answered in the early 
planning stages: (1) What are the 
rehabilitation needs of the commu 
nity? (2) What are the present 
available facilities? (3) What is 
the strategic starting point for meet- 
ing those needs that appear unmet? 
A complete preliminary survey of 
the community should be followed 
by a careful, detailed plan of oper- 
ation. This vlan should include 
methods of integration of services, 
policies, job descriptions and quali- 
fications, and budget. Financial sup 
port of a rehabilitation center is of 
major concern since public welfare 
funds are rarely released for such 
elective medical care. Federal funds 
are now available to states who will 
match the amount granted, but the 
bulk of support must from 
community agencies, unions, insur- 
ance companies, associations, service 
clubs, and philanthropy. If there 
is not adequate interpretation and 
acceptance locally, no amount of out- 
side funds will be adequate to fi- 
nance a rehabilitation program. 
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The author covers the qualifica- 
tions and types of administrative 
stafls and professional medical per- 
sonnel rather completely. He also 
presents a check list to help staff 
personnel to evaluate the integration 
phase of a rehabilitation program. 


Effects of Inhalation of CO», 
Museular Exercise and Epi 
phrine on Maximal Breathing 
Capacity. 


B. M. Lewis and J. Morton, J. Arpt. 
Puysto.., 7:309-312, November 1954 


The object of this study was to 
compare the maximal breathing ca 
pacity measured during the inhala 
tion of carbon dioxide with that 
attained during the hyperpnea of 
muscular exercise, 

Six subjects breathed 7.6 per cent 
COs under various control condi- 
tions and all showed an increase in 
the maximal breathing capacity. 
Five subjects, after exercise on a 
treadmill showed increases in the 
maximal breathing capacity to about 
the same extent as that found dur- 
ing the inhalation of CO» mixtures. 
It was expected that the COz inhal 
ations would decrease the maximal 
breathing capacity owing to changes 
in the mechanical properties of the 
lungs or thorax and that the require- 
ment of more muscular work for a 
given volume of ventilation would 
explain the dyspnea which occurs 
when inhaling COe. However, the 
dyspnea caused by COs inhalation 
is still unexplained but does not ap- 
pear to be related to the increase 
in work of breathing that is disap 
propriate to the minute volume of 
ventilation. 

The maximal breathing capacity 
is increased by the injection of 
epinephrine and this may be an im 
portant factor in the 
breathing capacity noted during the 
inhalation of COe and after muscu 
lar exercise. Prior warm-up of the 
respiratory muscles by hyperventilat 
ing for five minutes decreased the 
maximal breathing capacity; breath 
holding to cause an increased drive 
to the respiratory center had no ef 
fect. Thus, neither this reflex drive 
nor “warming-up” respiratory mus 
cles can explain the increase in 
maximal breathing capacity. 

It is pessible that the interaction 
of several factors, which individually 
are ineffective, may, by 
lead to an increase in 


maximal 


potentiation 
maximal 
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breathing capacity. Further evidence 
is needed to support such a concept 
and as yet unidentified factors may 
be of importance. 


Plastic Surgery for Severe Facial 
Paralysis in Elderly Patients. 


James Barrett Brown and Minot P. 
Fryer, J. AM. Gertarnics Soc, 2:820- 
825, December 1954. 


This plastic surgery procedure re- 
lieves some of the disfiguring sag 
of the cheeks, mouth, and eyelids 
and restores some of the animation 
lost in facial nerve paralysis. Strips 
of autogenous fascia lata are at- 
tached to the tendon of the tem- 
poralis muscle, then looped through 
the drooping side of the face. The 
advantages of this procedure are 
discussed — an interesting one be- 
ing the support given by the substi- 
tution of a fifth-nerve muscle for the 
paralyzed seventh-nerve muscles. In- 
dications for this surgery and a 
detailed description of the procedure 
are given. Further plastic surgery is 
improve lower eyelid 
sagging, sagging of the brow, and 
ptosis of the upper eyelid. 


suggested to 


Mirror training helps the patient 
to attain balanced facial expression. 
The degree of movement obtained 
is the result of a closing action of 
the jaw. The main problem appears 
to be matching the elevation of the 
paralyzed side with that of the 
normal side, or the reverse. Distinct 
improvement may be obtained in 
speaking, acting, expression and 
appearance. 


Regulation of Cardiac Output in 
Anesthetized Dogs During In- 
duced Muscular Work 


F. F. Kao and L. H. Ray, Am. J. 
PHYSIOL., 79:255-269, November 
1954. 

The 


report a 


paper is to 
mechanisms 


purpose of this 
study of the 
involved in the regulation of cardiac 
output during Since the 
factors concerned in this regulation 
either 

circulation 


exercise 


neural, 
were 


may be humeral or 


cross experiments 
set up in which the exercising hind 
limbs of one dog were perfused with 
blood exclusively from a second dog. 
If humoral or mechanical factors are 
responsible, there would be an in- 
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crease in cardiac output in the ani- 


mal which is connected to the 
exercising legs by blood vessels 
(Humoral dog). If neural factors 


are the regulating mechanism, the 
cardiac output would increase in the 
animal which is connected to the 
exercising limbs by nerves (Neural 
dog). The method of inducing ex 
ercise was by direct electrical stimu- 
lation of the muscles. 

In nine pairs of cross-circulated 
dogs it was found that in the neural 
dogs, cardiac output increased dur- 
ing exercise—the increase being 
higher than that found in intact 
dogs. The increase in cardiac out- 
put resulted in a decrease in the 
arteriovenous oxygen diflerence. The 
ventilation-perfusion ratio of the 
neural dogs was lower than that in 
intuct dogs. In the humoral dogs, 
cardiac output increased during ex- 
ercise also. This was accomplished 
by a marked increase in the arterio 
venous oxygen diflerence which im 
plies that humoral factors alone are 
not adequate to regulate the cardiac 
output during and thus a 
peripheral circulatory failure results. 

A dual mechanism, both neural 
and humeral, is postulated for the 
regulation of cardiac output during 
exverciee. 


exercise 


a Periodic Paralysis, Myo- 
ia, Progressive Amyotrophy, 
roe Pes Cavus in Members of a 
Single Family. 


Janice R. Stevens, Arcn. 
ROL ano 72: 
December 1954. 


or 
726-741, 


The purpose of this paper is the 
documentation of a family who 
demonstrate a large number of dif- 
ferent myopathic disorders. Certain 
symptoms and signs presented sug- 
gest a combined heredity of myo- 
pathic and neuropathic disease. This 
report covers historical and clinical 
nfiormation on five generations of 
this rather remarkable family. 

Seventeen persons in the family 
have been personally examined and 
abstracts of clinical histories and 
neurological and labor:tory exami- 
nation of these 17 persons appear in 
the paper. Members have inter 
mittently or progressively exhibited 
the following symptoms and signs: 
progressive muscular wasting, both 
proximal and distal, pes cavus, calf 
myotonia, periodic 
paralysis, sensory disturbances, and 
symptoms of myasthenia gravis. A 
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discussion of the variations and com- 
binations follows, along with reports 
of other families with similar signs 
and symptoms. 

The relationship of these heredi- 
tary muscular dystrophies is briefly 
discussed in an attempt to find evi- 
dence of common pathogenesis. 
There is some evidence that an he- 
reditary central neuroendocrine fac- 
tor may underlie these various syn- 
dromes. Alterations in potassium 
content of serum or muscle in cer- 
tain of these states may be oniy an 
expression of such a central defect. 


The Cardiac Output of Normal 
Subjects Determined by the Dye- 
Injection Method at Rest and 
During Exercise. 


Henry J. Kowalski, Walter H. Abel- 


mann, Wiliam F. McNeely, Robert 
Frank «and Lawrence B. Ellis, 
Am. J. M. 228 :622.625, Decem- 
ber, 1954. 


The knowledge of cardiac output 
is of fundamental importance in 
the understanding of hemodynamic 
phenomena. This paper reports on 
the use of the injection-method or 
indicator-dilution technic for deter- 
mining the cardiac output during 
rest and exercise. The paper is in- 
teresting primarily as a physiology 
experiment. 

In this study observations were 
made in the early morning, in the 
postabsorptive state and in recum- 
bency. Evans blue dye was in- 
jected through an indwelling venous 
needle. Samples of arterial blood 
were collected by freeflow. The 
concentration of dye in undiluted 
plasma was determined. Oxygen 
consumption was measured in the 
subjects studied both at rest and 
exercise, Exercise was performed in 
recumbency and consisted of pedal- 


ing a bicycle ergometer at an ap- 
proximate rate of 50 rpm. External 
work was not measured; the oxygen 


index ot 
Simultaneous de- 
terminations of cardiac output and 
oxygen consumption were carried 
out between the tenth and fifteenth 
minutes of steady exercise. As 
might be expected, the exercise re- 
sulted in increased oxygen consump- 
tion and cardiac output. The oxygen 
consumption during exercise ranged 
from 1.8 to 4.7 times control values 
and averaged threefold. The mean 
increase in blood flow was 505 ce. 


consumption served as an 
work performed. 
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per 100 ce. 
sumption. 
It is concluded that the dye- 
injection method of estimating car- 
diac output can be used during 
exercise as well as during rest. 


increase in oxygen con- 


A Study of Lower Extremity 
Amputations in Geriatric Reha- 
bilitation. 


G. Gingras, M. Mongeau and M. 
Bergeron, Barr. J. Puys. Mep., 17: 
265-270, December 1954. 

Within the last four years, 90 


cases, aged 50 years and over, were 
referred to the Rehabilitation Insti- 
tute of Montreal, for the provision 
of lower extremity prosthetic ap- 
pliances and rehabilitation proce- 
dures. It was decided to conduct a 
survey of these patients for the main 
reason that the referring parties 
often mistakenly consider the pro- 
vision of artificial limbs as the total 
answer to the complex problem of 
rehabilitation in amputees. It was 
also felt that many patients were not 
using the pres ribed prostheses ; 
that frequently a second amputation 
or an amputation of the contralateral 
limb was found necessary; or that 
some referred patients could not be 
considered as good candidates to 
learn the use of a lower extremity 
prosthesis. 

Included in the survey 
medical recommendation, 
tory, social history, and clinical ex- 
amination. The clinical examination 
consisted of cardiovascular, neuro- 
logical, psychiatric and psychologi- 
cal examinations, plus a thorough 
check on the stump and contra- 
lateral limb. Only when all the data 
had been compiled was the decision 
made as to future procedures. 


were: a 
case his- 


Following this screening, tabula- 
tions were made as to diagnostic 
grouping, type of amputations, pro- 
vision of prosthetic appliances, sur- 
vey findings as to the use of the 
prostheses and a study of the 
number of patients working. 

From the results of the survey, it 
was concluded that all geriatric 
cases referred for prosthetic appli- 
ances of the lower extremity, should 
undergo a complete physical, psy- 
chological, social, and vocational 
screening to evaluate the use of ap- 
pliances following prescription. A 
large financial economy may be re- 
alized and large sums of money ap- 
plied to more important purposes. 
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Emergency Management of Dis- 
locations, Sprains, and Strains. 


Leonard F. Peltier, J. Lancet, 74: 
471-472, December 1954. 


Dislocation occurs when mem- 
bers of a joint are torn from their 
normal relationship in such a man- 
ner that it is impossible for spon- 
taneous return to take place. They 
are always accompanied by serious 
soft tissue injury. A sprain occurs 
when a joint is carried through an 
abnormal range of motion but then 
returns to its normal position. The 
degree of injury to soft tissues may 
vary. A strain is a rupture of muscle 
or tendon which occurs as a result of 
muscular violence. The common fac- 
tor to all these injuries is the soft 
tissue damage with hemorrhage into 
surrounding tissues. 


Emergency treatment includes: 
(1) limiting the damage to the 
initial injury. Prevent further in- 
jury by careful transport of the pa- 
tient and limitation of additional 
activity until the extent of the dam- 
age has been carefully assessed. (2) 
Proper anatomical _ relationships 
should be restored without delay to 
prevent serious complications. (3) 
Immobilize the disabled member 
with as much care as if a fracture 
were present and elevate the” limb 
to provide more efficient venous re- 
turn. (4) The progress of local 
bleeding after injury can be checked 
y compression. The compression 
bandage should begin at the toes or 
fingers and run proximally to a 
point above the injury. (5) Cold 
applications are useful in limiting 
local hemorrhage and relieving pain. 

Effective emergency treatment 
speeds convalescence by allowing 
early assessment of the degree of 
soft tissue damage and by providing 
optimum conditions for the initia- 
tion of the healing process. 


Studies 
Cardiac 
oxy. 

H. Mendelow and G. Genkins, J. Mr. 


Sinat Hose. 21:218-225, November- 
December 1954. 


in Myasthenia Gravis: 


and Associated Pathol- 


The anatomic pathology of myas- 
thenia gravis has always been ob- 
scure and variable in nature. Some 
generally recognized features have 
been “lymphorrhages” of skeletal 
muscle and other internal organs 


THe PuysicaL THErRApy Review 


and abnormalities of the thymus 
gland. The paucity of anatomic data 
prompted this study of 12 my- 
asthenics with special attention di- 
rected to myocardial lesions. 
Myocardial necrosis with second- 
ary inflammatory reaction was found 
to be an integral part of the pathol- 
ogy of myasthenia gravis, in this 
series, with greater frequency and 
severity in the cases associated with 
thymoma. Another feature of the 
series bears out the observations by 
Russell and others as to the paral- 
lelism between the cardiac lesions 


Book Reviews... 


Atlas of Men. A Guide and Hand- 
book of Somatotyping. By William 
H. Sheldon, M.D. Dept. of 
Vedicine, College of Physicians and 
Surgeons, Columbia University and 
the University of Oregon. With the 
collaboration of C. Wesley Duper- 
tuis, Ph.D. School of Medicine, 
Western Reserve University; and 
Eugene McDermott, M.A., Dallas, 
Texas. Cloth. Price $10.00. Pp. 
357; numerous plates, figures and 
tables. Harper and Bros., New York, 
1954, 


Nowadays the medical profession 

- auxiliary medical sciences in- 
cluded—are often concerned with 
what seems to be a major problem: 
what is the correct answer when a 
patient asks, “How much should | 
weigh?” As a rule, the answer is 
sought and given from already es- 
tablished height-weight tables. The 
ratios are average and arbitrary. 
They give answers in general, rather 
than individual, terms. And yet, it 
is an individual patient who wants 
the answer! 

One solution to such a dilemma 
is the frank recognition of unique- 
ness, of one-at-a-timeness, of out-and- 
out individuality. This can be done, 
avers the constitutionalist, by diag- 
nosing discrete body-build or phy 
sique differences. The 
veloped and amplified by 
is that of somatotyping 
body-typing). 

The Atlas is a pictorial and de 
scriptive analysis of the 88 types 
of body-build found in a sample of 
46,000 American males, 18-65 years 
of age. Furthermore, for each body 
build category the normal weight- 
changes, with the passage of the 
years, are given. In this 
approach rescues the clinician from 
the statics of an assumed stable 


technic, de- 
Sheldon, 


(literally, 


essence 


13 


and those of striated muscle. The 
classical small “lymphorrhage” as 
the only pathologic feature of skele- 
tal muscle involvement was sup- 
planted in at least 4 cases of the 
series by actual necrosis of muscle 
fibers with secondary inflammatory 
reactions of varying intensities. 

The value of more intensive clini- 
eal study and of careful histopatho- 
logic study in postmortem examina- 
tions is indicated. Comparison of 
skeletal and cardiac muscle lesions 
may reveal a common pathogenetic 
factor. 


ratio and gives him the dynamics 
of an age-linked and build-linked 
changing ratio. In simpler terms the 
individual is emancipated from the 
thralldom of the average (the great 
plateau of mediocrity, as Todd once 
called it). Within reason, each pa- 
tient is granted the right “to be 
himself”! 

In a real sense the Atlas is the 
fruit of earlier work. In “Varieties 
of Human Physique” Sheldon and 
his colleagues developed concepts 
and technics of body-typing. In 
“Varieties of Human Temperament” 
related behavioral norms were set 
up. In “Varieties of Delinquent 
Youth” psychiatric correlates were 
established. The present work is, 
then, a companion volume. How- 
ever, it is so detailed in analysis 
and synthesis that it may stand by 
itself, so to speak, as a reference 
volume. 

Each of the 88 types in the Atlas, 
going from the very lean to the 
very heavy, is represented by a 
“standard file of somatotype varia- 
(photographs). There is a 
statement of frequency and an analy- 
sis of height-weight ratio with age. 
Fach type is briefly described, 
usually by comparison with a bird 
or animal, which Sheldon calls the 
“totem.” Thus, for example, a 
somatotype 2-2-5 (a slender, though 
not excessively lean, type) is called 
“Herons, champions who stay lean.” 
Or again, a 2-7-1, a superb muscular 
build, is called a “Supereat —lions 
and Bengal tigers.” 

Apart from the functional 
utility of recognizing body-build 
variants, and accompanying relative 
and absolute weight factors, in a 
clinical set-up, is the potential in- 
sight into heritable background. 
Sheldon that “the somatotype 
and its physiological correlates rep 
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resent a first descriptive step in 
recognizing genetic pleiotropism and 
polygenic interactions.” 

In my opinion somatotyping in 
general, and this Atlas in specific, 
have added depth, dimension, and 
time in our never-ending efforts to 
understand more fully the focal 
point of all clinical and therapeutic 
rationale—the individual. 


The Voice of Neurosis. By Paul J. 
Moses, M.D., Assistant Clinical Pro- 
fessor in charge of Speech and Voice 
Section, Division of Otolarynology, 
Stanford University School of Medi- 
cine, San Francisco. Cloth; price 
$4.00. Pp. 131; illus. Grune & Strat- 
ton, New York, 1954. 


The author has written an inter- 
esting monograph to support his 
thesis in the introduction-—“Voice 
is the primary expression of the in- 
dividual, and even through voice 
alone the neurotic pattern can be 
discovered.” Judging from his own 
bibliography it is a subject that has 
interested him for many years and 
the book reveals a clear understand 
ing in its simple presentation. Al- 
though one takes for granted in his 
daily practice many things written 
about here, it is curious that there 
has been little literature in English 
on this subject. 

The first four chapters deal with 
the mechanics of voice, its develop- 
mental changes and means of analy- 
sis. The last two chapters relate 
more strictly to psychologic inter- 
pretations. Apparently the voice is 
congenitally determined but its dis- 
turbances may reflect various types 
of underlying psychologic disorders. 
A number of case histories are pre- 
sented to illustrate the thesis. In his 
concept of treatment of psychologic 
aphonias the author implies a dual 
approech of voice training and psy- 
edienenes however, at the end of 
the monograph he suggests the 
laryngologist should do the psycho- 
therapy. This is open to argument. 
Perhaps in the case of the author 
there seems to be considerable study 
on his part which may make this 
valid for him but in general it seems 
to be a dangerous thesis. 

The author has brought to our at- 
tention an interesting study. It is 
well presented and should make 
worthwhile reading for laryngolo- 
gists who see such problems first and 
and for psychiatrists who have to 
deal with them, 
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Abdominal Fascial Transplants. 
By Charles L. Lowman, M.D., F.A. 
CS. Cloth; price $300. Paper; 
price $2.50. Pp. 88. Illus. Fowler 
Brothers, Los Angeles, 1954. 


Abdominal Fascial Transplants is 
a monograph which outlines the his- 
tological and experimental studies 
necessary in understanding the eff- 
ciency of the surgical procedure, the 
basic concepts involved in a kinetic 
analysis of trunk paralysis, and the 
operative procedure. 


The presentation of the material is 
excellent; much of the basic con- 
cepts are in outline form and easily 
understood, although the subject de- 
mands considerable concentration 
The bibliography is restricted only 
to the experimental phase and early 
reports on the use of fascia as a liv- 
ing substance in the surgical repair 
of traumatic injuries and hernias, as 
this monograph is the author's own 
experiences in paralytic states. 

The tremendous importance of this 
monograph in the treatment of polio- 
myelitis cannot be stated better than 
by Dr. Lowman as illustrated in the 
following excerpts: “The basic con- 
cept of therapy directed to the par- 
alytic has too many times been cen- 
tered on the extremities whereas the 
base of action, the trunk, must be 
stabilized before the weight of the 
extremity can be lifted or moved. 
It is important that one should be 
alert to kinesiological factors that 
are potentials for deformity—to 
appreciate the weak links in the 
stabilizing chain of forces in rela- 
tion to gravity load and performance. 
In the trunk must check the 
lateral loin muscles, the external 
abdominal obliques and quadratus 
lumborum, as well as the anterior 
abdominal muscles, recti and internal 
and external obliques.” 

Many specific are cited to 
designate the combination of para- 


cases 


lytic states about the trunk. The 
convalescent care of trunk paraly- 
sis is well elaborated, starting at 


bed rest care, the use of braces, and 
finally the pattern of fascial trans- 
plant in the that would be 
aided by surgery, The surgical pro- 
cedure is outlined in detail as con- 
cerns principles. The postoperative 
care both immediate nursing care 
and physical therapy are well out- 
lined. 


cases 


There is no doubt in one’s mind 
concerning the accuracy of the au- 
thor’s statements As stated by 
Arthur Steindler in the Foreword: 
“Fascial Transplants represents study 
and labor reaching back for almost 
three decades. It is the product of 
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a thorough grasp and deep-rooted 
understanding of muscle kinetics 
under pathological conditions, a real 
monument in kinetic analysis.” 


Atlas of Descriptive Human 
Anatomy. By Dr. Med. J. Sobotta. 
Edited and translated by Edward 
Uhlenhuth, Ph.D. Three volumes. 
Cloth; price Vol. I $15.00; Vol. Il 
$12.50; Vol. Ill $17.50. Pp. Vol. I, 
321; Vol. Il, 225; Vol. Il, 390. 
Hajner Publishing Company, Inc., 
New York, 1954. 


For the first time since World War 
II this excellent atlas, long regarded 
as a masterpiece in its field, is once 
more available to the student and 
teacher of anatomy. To those who 
had the pleasure of studying the old 
Sobotta~-MeMurrich text, the reap- 
pearance in a new English transla- 
tion comes as a distinct pleasure. 

There are few texts that have en- 
joyed such universal popularity as 
this one and the fact that it was not 
available for over ten years has been 
greatly regretted by the entire field. 
The excellency of this work is per- 
haps best attested to by the fact, 
outlined by the editor, that during 
the years when it disappeared from 


the market its value more than 
tripled. 

The present edition appears in 
three volumes, translated from a 


recent German edition published in 
Munich. Volume | contains regions, 


skeleton, ligaments, joints, and 
muscles. Volume II is devoted ta 
viscera, including the heart, and 
Volume III contains nerves, blood 


vessels, sense organs, and lymphatics. 
It is probable that students and in- 
structors in physical therapy will 
derive the most use from Volumes | 
and III. There is much of interest, 
however, in Volume II as the infor- 
mation it cqntains permits a com- 
plete understanding of the structure 
of man. 

The primary feature of an atlas 
is, of course, the illustrations. The 
reproduction of these has been well 
done and once more makes available 
to us plates of such detail, clarity 
and accuracy as to make the struc- 
tures appear almost three dimen- 
sional. Where necessary the text has 
been revised, clarified, and corrected, 
but continues to present Dr. Sobot- 
ta’s original material so brilliantly 
written by him during his teaching 
career. 

This is a text which the reviewer 
feels is a necessity for every instruc- 
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tor in anatomy and should certainly 
be in every physical therapy schoo! 
library. Dr. Uhlenhuth is to be com- 
mended for the excellent translation 
he has presented. 


Peripheral Circulation in Man. 
A Ciba Foundation Symposium. 
By G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., and Jessie S. Freeman, 
M.B., B.S., D.P.H. Assisted by Joan 
Etherington. Cloth. Price $6.00. Pp. 
219. Illus. Little, Brown & Co., 
Boston, Massachusetts, 1954. 


This is a collection of papers pre- 
sented as a symposium supported by 
the Ciba Foundation, an interna- 
tional education and scientific charity 
of England. It was arranged in sue- 
cession to a symposium on “Visceral 
Circulation” which was published 
earlier. The two volumes together 
represent the best collection of in- 
formation that is available on cir 
culation in man. The present volume 
is an excellent reference book for 
those interested in the clinical or 
basic science aspects of circulation. 

The first chapter consists of a 
critical evaluation of methods for 
measuring human peripheral blood 
flow with emphasis on the difficulties 
encountered and the necessity of us- 
ing several methods. Other subjects 
presented are effects on circulation 
of temperature changes, neurohisto- 
logical studies of cutaneous blood 
vessels, effects on blood flow of 
adrenaline and noradrenaline, reflex 
control of cutaneous circulation, 
studies of vasomotor denervation, 
vascular hyperactivity following sym- 
pathectomy, circulation studies in 
atherosclerosis and thromboangiitis 
obliterans, and the autonomic mech- 
anisms of spinal man. Each chapter 
is followed by a report of the ques- 
tions and discussion by several of the 
32 participants (O. G. Edholm, 
chairman). These discussions are 
good reading and serve to clarify 
points in the papers and make addi- 
tional relevant points. 

Among the many points of special 
interest are: (1) Reports of experi- 
ments by Aziz Ahmad (1953) in 
which there was an unusual relation 
between temperature and blood flow. 
Cooling the hand, in a subject sym- 
pathectomized for excessive hand 
sweating, increased its blood flow 
and vice versa. (2) Suggestion (and 
evidence) by H. Barcroft and A. C. 
Dornhorst that there are two func- 
tionally independent circulations in 
human muscle——“metabolic” and 


Tue PuysicaL THerary Review 


“anastomotic.” (3) Reports (G. E. 
Burch) of attempts to differentiate 
vascular phenomena which originate 
primarily in the arterial side of the 
circulation from those which are 
primarily in the venous side. 


Physical Therapy After Amputa- 
tion. The Treatment of the Uni- 
lateral Lower Extremity Amputee. 
By Margaret Bryce. Paper. Price 
$1.50 Pp. 93. Illus. University of 
Wisconsin Press, Madison, Wiscon- 
sin, 1954. 

From the almost unlimited sources 
of reference material concerning 
amputations, the author has com- 
piled this handbook as a guide in 
the sequence of physical therapy 
procedures to be followed during the 
postoperative course of unilateral 
lower extremity amputations. 

The optimum bed positioning im 
mediately following surgery is de- 
scribed and precautions noted. The 
diagramatic illustrations of the 
chapter on bandaging are particu- 
larly clearly shown. Too often this 
all important phase of physical ther- 
apy is only briefly mentioned or 
omitted altogether. 

Progressing from bed exercises to 
specific resistive exercises for the 
stump, consideration of the patient 
as an entity is not lost sight of, and 
general body exercises are included. 
Basic prosthetic training funda- 
mentals such as balance and gait are 
discussed in detail, as are functional 
training exercises and the activities 
of daily living. 

Of particular interest is the sec- 
tion concerning gait analysis and 
the correction of specific limps. Al- 
though orientation in the mechanics 
of the various types of lower ex- 
tremity prostheses is included, it is 
emphasized that final determination 
of fit and alignment is the result of 
close cooperation among the physi- 
eal therapist, the limb maker, and 
the patient. 

A separate discussion of the suc- 
tion socket points out the advan 
tages and disadvantages of this type 
of above-knee prosthesis, as well 
as definite contraindications. As the 
patient who will wear this type of 
limb requires additional prosthetic 
training, this is also considered sepa 
rately, 


Finally, a tabulation of progres 
sion in the normal, uneventful post- 
operative course of the amputee has 
been established, with the time ele 
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ment more or less definitely de- 
lineated, which may be used as a 
basis on which to tell the patient 
what to expect. 

Although little has been added to 
the wealth of information concern- 
ing this subject, the concise manners 
in which it has been presented en- 
hances its value. 


How to Develop Physical Fune- 
tions in the Growing Individual. 
By Evelyn Loewendahl, Associate 
Professor of Physical Rehabilitation, 
Department of Physical Education, 
Pepperdine College. Illustrated by 
Jackie Stern. Paper. Price $2.50. 
Six-page chart, Arthur C. Croft Pub- 
livations, Venu 
1954, 


This book consists of a set of 
charts listing the stages of skeletal 
and nerve muscle growth, the objec- 
tives to be obtained in the develop- 
ment of physical functions, and a 
program of exercises to obtain and 
utilize these functions. 

The age levels start at the pre 
school age of 3 and progress through 
the age of i6. The information 
given is very general with no at- 
tempt at detail. The skeletal and 
nerve muscle growth is very grossly 
listed for the normal child and 
mostly in relation to posture but 
with some nerve muscle growth, The 
objectives to be obtained at each 
are charted along with the 
physical factors involved in these 
objectives, and the exercises in this 
program are listed and also graph- 
ically illustrated. 

This book is geared primarily for 
teachers of physical education from 
the preschool age of 3 through high 
school. Whereas, physical therapists 
would be more interested in the 
motor development levels of from 
birth to 3 or 4 years of age. How 
ever, anyone working with children 
should certainly know the general 
characteristics of each group and 
this book provides a quick reference 
to these. If the motor development 
from birth to 3 or 4 years were done 
in the same way, it would be of 
much more value to physical thera- 
pists, 


London, Connecticut, 


level 


The reviews here published have 
been prepared by competent authori- 
ties and do not represent the opinions 
of the American Physical Therapy 


Association 
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Classified WANT-ADS 


Physical Therapist for staff POSITION NOW OPEN 
at Rest Haven, Inc., convalescent aad rehabilitation 
hospital. Liberal salary, five-day, thirty-seven and one- 
half hour week, three weeks’ vacation, paid sick leave 
and optional maintenance. For information, contact 
Mrs. Eunice Howard, 1409 S. California Ave., Chicago 
8, 


WANTED IMMEDIATELY: QUALIFIED PHYSICAI 
PHERAPIST for general physical medicine, rehabilita 
tion in outpatient center. Five-day week, 3 weeks’ paid 
vacation, 6 holidays, sick leave, social security. Salary 
dependent upon experience. Write: Gloria J. Fitz 
patrick, RPT, Director, Ingham County Curative Work 
shop, 615 North Capitol, Lansing, Michigan. 


QUALIFIED PHYSICAL THERAPIST (male) wanted 
immediately. For new, well equipped department in 
125-bed general hospital near Chicago. Excellent salary. 
vacation and sick leave benefits. Apply Administrator, 
St. Charles Hospital, Aurora, Ilinois. (Permanent) 


IMMEDIATE OPENING for physical therapist to de 
velop newly established home service program. Case 
load primarily acute postoperative cases. Liberal per 
sonnel policies. Salary open. Write or phone collect. 
G. Margaret Gleave, Exec. Director, the CURATIVE 
WORKSHOP of Racine, 2335 Northwestern Ave., 
Racine, Wisconsin. Phone 2-4439 


PHYSICAL THERAPIST for well equipped outpatient 
center established 1950, offering nursery school, speech, 
occupational and physical therapy to cerebral palsied 
children. Salary dependent upon ‘experience. Regular 
incrr-ments. Five-day week, four-week summer vacation, 
nive-day Chrivtmas holiday. Employees covered by 
Social Security. To replace therapist leaving in July but 
can hire immediately if available. Write Miss Virginia 
Pettit, Director, United Cerebral Palsy of Cincinnati, 


3601 Victory Parkway, Cincinnati 29, Ohio 


QUALIFIED PHYSICAL THERAPIST needed imme- 
diately to head well equipped department in 165-bed 
Methodist Hospital. Active outpatient department. Ex- 
cellent starting salary with overtime paid. Apply: 
Marvin W. Nichols, Administrator, Grace Hospital, 
Hutchinson, Kansas. 


WANTEP: CHIEF PHYSICAL THERAPIST and one 
STAFF physical therapist in 250-bed hospital and a 
small well equipped emergency polio center. Good 
salary, hours from eight to four, paid vacation and sick 
leave and Social Security Benefits. Apply to Mr. Free- 
man May, Administrator, Baptist Hospital, Alexandria, 
Louisiana. 


PHYSICAL THERAPIST for 265-bed teaching hospital, 
located on Chicago's near-north side. Starting salary 
Merit increases. Excellent employee benefits, 
including 4 weeks’ vacation; 12 days sick leave; laundry 
furnished; and 50% tuition reduction on courses at 
Northwestern University. PASSAVANT MEMORIAI 
HOSPITAL, 303 E. Superior, Chicago 11. IMlinois. 


good 


PHYSICAL THERAPIST: For expanding small de- 
partment, 235-bed general hospital. In- and outpatients, 
W-hour week, complete personnel policy Write: Law- 
rence Brett, Supt., Bethesda Hospital, Cincinnati 6, 


Ohio 


WANTED: QUALIFIED FEMALE PHYSICAL THER. 
APIST for preschool cerebral palsied children. Mobile 
unit in southeastern Ohio. Therapist with specialized 
training and experience in field of cerebral palsy pre- 
ferred. (Scholarship for special training considered for 
one who lacks same.) Good salary; vacation with pay; 
station wagon and traveling expenses provided. Forty. 
hour week. For additional information and application 
write Miss Grace Roberts. Adm. Director, Cerebral 
Palsy Treatment Center, 553 E. Town St.. Columbus. 
Ohio. 
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FOR OPENINGS in physical therapy in the State of 
Virginia, contact: Mr. Ivan C. Kline, Placement Service 
Chairman, Va. P. T. Assoc., Inc., 3822 Maury Street, 
Richmond 24, Virgin’a. 


PHYSICAL THERAPIST NEEDED for outpatient clinic 
in well equipped rehabilitation center. Excellent work- 
ing conditions. Write H. L. Keats, Executive Director, 
Portland Rehabilitation Center, 1615 S. W. 14 Avenue, 
Portland 1, Oregon. 


PHYSICAL THERAPIST 
have vacancies for trained physical therapists. 
starting salary. Contact the Commissioner of Personnel, 
31 Light St., Balto. 2, Md. Before May 28. 


NEEDED ANOTHER PHYSICAL THERAPIST: The 
one we have in our modern 245-bed general hospital 
is overworked! General orthopedic problems, polio, and 
crippled children (no. C.P.), under the supervision of 
two orthopedic surgeons. Good pay, )-hour week, 
liberal personnel policies. A growing East Tennessee 
community, population 100,000, delightful climate. Hol. 
ston Valley Community Hospital, Kingsport, Tennessee. 


WANTED IMMEDIATELY: QUALIFIED FEMALE 
physical therapist. General hospital clinic with outpa 
tient service. No cerebral palsy or polio cases; 5-day, 
W-hr. week. Holiday, sick leave, and vacation privileges 
Quarters optional, laundry furnished. Good beginning 
salary, annual increases. Write to: Miss Mary Mason, 
Physical Therapy Dept., The Johns Hopkins Hospital, 
601 N. Broadway, Baltimore 5, Maryland. 


IMMEDIATE PLACEMENT for qualified therapists in 
140-bed rehabilitation center of all age levels; treating 
convalescent polio; orthopedic, neuro- 
musculoskeletal disorders. Good oppor 
Congeniai working conditions with 
cooperative staff. Excellent facilities; therapeutic indoor 
and outdoor pools. P.T. and O.T. Clinical training 
center gives opportunity for teaching and supervision to 
those interested. Also, for Assistant Chief to help plan 
and build program for Graduate School Department 
medically supervised by American Board Physiatrist. 
Five-day week with paid vacation. Leundry furnished. 


Maryiand State hospitals 
Good 


postacute and 
muscular and 
tunity for initiative 


Write: Medical Director, Dr. Odon F. von Werssowetz, 
Warm 


Springs Foundation, Gonzales, Texas. 


GIVE 


HEL? CRIPPLED CHILDRE 
| 


THE NATL. SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS, INC, 11 5. 
LASALLE STREET, CHICAGO 3, iLL. 


Classified WANT-ADS 


POSITION: Physical therapist for new cerebral palsy 
center. If person has had sufficient experience, direc- 
torship will be open also. Apply to Mrs. Thomas Owen, 
Amarillo Cerebral Palsy Center, Amarillo, Texas. 


QUALIFIED PHYSICAL THERAPIST needed for staif 


position in children’s orthopedic hospital. State regis 


tration required. Good salary, maintenance optional 
15 days’ vacation; 15 days’ sick leave, 40-hour week 
Contact Dr. W. L. Minear, Chiet Surgeon, Carrie Tingley 


Hospital for Crippled Children, Truth or Consequences, 
New Mexico. 
PHYSICAL THERAPIST for expanding department in 
242-bed hospital in operation one year. Fully accredited 
Patients referred by Medical Staff. Write Personnel 
Director, Parkview Memorial Hospital, 2200 Randalia 
Drive, Fort Wayne, Indiana 

IOWA METHODIST HOSPITAL, Des Moines, lowa, 
needs physical therapist. Hospital has 400 
beds, including 100-bed Raymond Blank Memorial for 
Children. Postpolio cases and in- and outpatient work 
Competent professional stafl and assistants, excellent 
Apply: Bruce D. Root, Person 


qualihed 


working relationships 
nel, Director 


IMMEDIATE OPENING FOR PHYSICAL THERAPIS1 
In general hospital with acute and convalescent polio 
treatment and rehabilitation center for Lower Rio Grande 
Valley of Texas; new 153-bed hospital and 50-bed 
crippled children and polio center under construction 
New project includes physical therapy department witl 
latest and finest of equipment, also, indoor therapeutic 


pool. New hospital fully air-conditioned, ready for o« 


cupancy approximately December 1, 1955. Salary open 
Apply Administrator, Valley Baptist Hospital, P. O 
Box 1951, Harlingen, Texas 


Classified WANT-ADS 


RATES 

The rate per insertion is 75c per line. Typewrite 
your advertisement carefully and count 50 charac- 
ters and spaces per line 

ALL WANT-ADS MUST BE PAID FOR IN AD. 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association 

Closing date for copy and cancellations is two 
months preceding publication date. 

Institutions or physical therapists who do not 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines 


Address replies to . care of 
The Physical Therapy Review, 1790 Broad- 
way, New York 19, N. ¥ 


IMPORTANT 


It is understood and agreed that the publisher 
shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editoria! Board shall not be in agreement with 
the ethica) standing of this publication 
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INTRODUCING 
NEW 1955 
RAYTHEON 
MICROTHERM’ 


new... Functional design in a trim, sleek 
cabinet with streamlined operating panel. 


new...Safety monitors that prolong life 
of parts: automatic shut-offs protect equip- 


ment, prevent errors. 


new...Warranty of two full years on all 


parts—a guarantee of reliable quality and 
craftsmanship throughout. | 


just in time to serve the broadening range 
of new Raytheon Microtherm applications 
now being reported in professional papers. 


Ask your medical equipment dealer 
to demonstrate the new Raytheon 


Microtherm, Model CMD-10, 
Excellence in Electronics 


RAYTHEON MANUFACTURING COMPANY 


Microwave and Power Tube Operations, Waltham 54, Massachusetts 


7 the most widely used Diathermy—now better than ever | 
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